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Abstract 
Previous research has brought focus to the flaws of current sexual and reproductive health 
education in secondary schools. However, few studies have been conducted that examine 
how an individual’s learning style and personality type may influence their understanding of 
sexual and reproductive health education. Presently, research has been conducted focusing on 
specific aspects of learning styles, personality traits, or sexual health education, but no 
research has examined the interaction between all three factors. This study will provide a 
detailed review of past research examining sexual health education globally and in Australia, 
issues of gender, sexual orientation, and culture, as well as the discourses they are made up 
of, and the myths and misconceptions plaguing sexual health education in a present day 
context. The experimental aspect of this study will focus on the Sexual Health Knowledge 
Scale (Weinstein, Walsh, & Ward, 2008), the Index of Learning Styles (Felder & Spurlin, 
2005), and the HEXACO personality inventory (Ashton & Lee, 2009), and their interactions, 
to gain a clearer understanding of sexual health knowledge in young Australians. Exploratory 
analysis of personality traits, and learning styles, and their relation to comprehension of 
sexual health for young adults found that gender, sexual orientation, relationship status, 
ethnicity, knowledge confidence, Agreeableness and Visual/Verbal learning all significantly 
correlate with Sexual Health Knowledge, with many also being significant predictors of 
knowledge. These findings could help guide future education, pushing for inclusion of 
minorities, and advocating for a stronger gender balance concerning sexual responsibility in 
the hope of increasing overall understanding. 
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1. The Sexual and Reproductive Health of Australian Young People: Theoretical and 
Practical Analysis 
 The World Health Organization (WHO)(WHO, 2002) defines the sexual health of an 
individual as: 
…. [an ever evolving] state of physical, emotional, mental, and social well-being in 
relation to sexuality; it is not merely the absence of disease, dysfunction, or infirmity. 
Sexual health requires a positive and respectful approach to sexuality and sexual 
relationships, as well as the possibility of having pleasurable and safe sexual 
experiences, free of coercion, discrimination, and violence. For sexual health to be 
attained and maintained, the sexual rights of all persons must be respected, protected 
and fulfilled. (p. 5) 
This definition encapsulates the significance of an individual’s sexual health, the importance 
of considering the emotional and physical aspects of sexual health, and advocates for a focus 
on the respectful and fulfilling importance sexual health has on an individual’s life. Whilst 
this definition provides a holistic understanding of the sexual health of an individual, there is 
a wealth of evidence which suggests that sexual education classes in secondary schools 
across the globe are failing to address all aspects of an individual’s sexual health as defined 
by WHO (WHO, 2002). This lack of teaching is leaving many young adults feeling confused, 
excluded, or facing physical health issues, such as infections  (Weaver, Smith, & Kippax, 
2005; Smith et al., 2015; Kost, Maddow-Zimet, & Arpaia, 2017). The present study aims to 
outline and address the shortfalls of sexual health education globally, focusing specifically on 
the psychological components of sexual and reproductive health, and argues for the need for 
more culturally, sexually, and emotionally inclusive education that focuses on individual’s in 
a holistic manner.  
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1.1. Sexual Health Education in Australia 
When evaluating sexual and reproductive health education in Australia, one must first 
examine the major stakeholders who dictate when, how, and what topics are taught to 
Australian youth. Recommendations are made at a national, state, and school level 
concerning education throughout all mandatory education years, for both government and 
non-government (e.g. independent or religiously based) schools. Sexual and reproductive 
health becomes a focus win secondary (high) school curricula, in ‘Health and Physical 
Education’ classes nationally (Australian Curriculum, Assessment and Reporting Authority 
(ACARA), 2014). Throughout Australia, the curriculum for Health and Physical Education 
established by ACARA aims to ensure youths are able to develop cognitive, emotional, 
physical, and social skills to promote health, wellbeing, safety, and physical activity 
throughout their lives, an ethos that is in line with the WHO definition detailed above. The 
curricula suggest that topics relating to intimate relationships and sexuality should be taught 
throughout all school years, starting with a foundation of understanding relationships up to 
Year 2, with education about reproductive systems, relationships, identities, and health 
beginning from Year 3 and progressing each year up to Year 10 (ACARA, 2014). The 
curriculum does not specify topics to be taught within intimate relationships and sexuality 
beyond those that address issues of mutual respect, types of discrimination, gender diversity, 
emotional relationships, and harassment, thus leaving topics such as masturbation, pregnancy, 
sexual orientation, and Sexually Transmitted Infections (STIs) up to the discretion of the 
individual state government or school. In addition, guidelines, both nationally and at a state 
level, for relationships and sexuality refer only to government schools, with 
‘recommendations’ being made for independent and religious schools, should they choose to 
follow them. 
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After considering the curriculum suggested by ACARA, each state establishes 
specifics to be taught in their classrooms, with some states, such as South Australia, 
consulting with third party sexual health agencies to ensure comprehensive education, such as 
ShineSA. Within New South Wales (NSW), the NSW Department of Education (2016) aims 
to ensure that students are taught how to recognise and ‘have safe, fulfilling and enjoyable 
relationships’, and ‘make responsible and safe choices that promote and protect their own 
health, safety and wellbeing’. These guidelines allow the students to be taught age-
appropriate sexual and reproductive health from Kindergarten to Year 10, whilst still 
allowing government, Catholic, and independent schools the flexibility to teach particularly 
sensitive topics in a ‘manner reflective of their own ethos’ (NSW Department of Education, 
2016). Whilst this specific stance from the NSW Department of Education is outlined 
publicly, other states across the nation fail to specify the essentials of sexual education they 
recommend. In Western Australia, for example, the curriculum parallels the topics outlined 
by ACARA (2014) focusing on the emotional, cognitive and relationship based aspects of the 
subject, however, there are no explicit instructions concerning sexual health and safety 
(Government of Western Australia School Curriciulum and Standards Authority, 2017). With 
similar policies mirrored by other governments around Australia (Department of Education, 
2018; Queensland Studies Authority, 2007) states aim to teach informative and non-
judgemental relationship focused education to students in government schools.   
 Whilst recommendations are made by ACARA to encourage states and individual 
schools to focus on all aspects of cognitive and physical sexual health education, issues, such 
as those concerning teacher misconduct, have arisen in recent years that have highlighted 
specific educational shortfalls. A study conducted by Goldman (2008) found that some 
Queensland schools were not meeting the standards of their curriculum by avoiding both 
physical and cognitive aspects of relationships and sexuality topics all together because of a 
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legislative loophole preventing repercussions. In addition, due to the ‘recommendation only’ 
approach made by ACARA, especially concerning religious schools, some controversial 
incidents have prompted concern. For example, one Victorian Christian school encouraged 
students to deface health workbooks that promoted discussions of safe sexual practices and 
sexual orientation (Jacks, 2015), whilst another Victorian Christian school presented students 
with scientifically inaccurate information booklets concerning emotions and sexual 
relationships (Rhodes, 2015).  
Considering the future lifestyle implications sexual and reproductive health can have 
on individuals as they transition from children into adults, and the issues they may come to 
tackle - such as unplanned pregnancy, sexual orientation confusion, and STIs - it is important 
to highlight both the strengths and weaknesses of current teachings, and explore the 
implications sexual and reproductive health is having on individuals. 
1.2. Sexual Health in Australia and Across the World 
1.2.1. Pregnancy and STIs in Australia. In 2016, the Australian Bureau of Statistics 
(ABS)(2016) reported that 2.8 per cent of all national births were to women under the age of 
19, the lowest ever recorded percentage in Australian history. However, with this equating to 
more than 5000 teen births that year, it could be argued that a portion of those were 
unplanned. Indeed, this becomes more pertinent when considering that Marie Stopes 
International Australia (2008) reported that more than half (51%) of all Australian women 
have had an unplanned pregnancy, 49% of which result in parenting, with 31% resulting in an 
abortion, and the rest in miscarriage (18%), or adoption (2%). It is important to consider the 
efficacy of contraceptives when evaluating sexual health education in Australia, and 
assumptions that an unplanned pregnancy was simply the result of poor education, discounts 
the percentage of foetuses conceived via contraceptive failures, such as condom breakage 
each year. 
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Additionally, over the past twenty years notification rates in Australian for STIs has 
increased both for gonorrhoea and chlamydia, with rates of syphilis also rising (Kirby 
Institute, 2017). With chlamydia being the most common STI in Australia, reported rates of 
notification rose from 97.3 per 100,000 of the population in 1997 to 378.6 in 2017, an 
increase of 398%. Similarly, gonorrhoea rose more sharply, from 26.6 per 100,000 of the 
population to 118 per 100,000 in 2017, an increase of 444% over twenty years. Whilst 
Hepatitis B and Hepatitis C have both decreased (from 37.6 to 25.1 per 100,000, and 100.9 to 
43.5 per 100,000 respectively), syphilis rates have increased, from 9.8 per 100,000 in 2004 to 
25.1 per 100,000 in 2017 (Kirby Institute, 2017). It is worth noting that since the introduction 
of the Human Papillomavirus Virus (HPV) vaccination in 2007 for adolescent females, and 
2013 for adolescent males, incidences of genital warts and high-grade cervical abnormalities 
have fallen drastically. Smith et al. (2015) found that the prevalence of genital warts dropped 
from 11.3% of female sexual clinic patients under the age of 21 in 2006 to 0.9% in 2016, and 
from 7.7% of males to 0.6% across the same time. The detection rates of high-grad 
abnormalities found in women undergoing cervical cancer screenings (pap smears) also fell 
for those under the age of 21, from 13.2% in 2006, to 4.1% in 2015. However, in both 
instances, detection rates for genital warts and abnormalities remained constant in women 
over the age of 30, something Smith et al. (2015) attribute to a vaccination herd effect in 
young Australians. This herd effect is important to consider in regard to other STIs that are 
steadily increasing in Australia, and offers a strong advocacy for transmission, symptom, and 
treatment awareness of other infections in sexual health education in the hopes of lessening 
overall diagnosis rates. 
1.3. Sexual Education Globally.  
When evaluating sexual health education outside the Australian context, vast 
differences in teaching methods, topics, and documented efficacy can be found between 
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Europe, Africa, Asia and North America. The efficacy of abstinence only education can be 
seen within the United States of America in which eleven states do not mandate sexual 
education, and another eleven strongly promote abstinence only education; many of these 
states also have the highest rates of teenage pregnancy in the nation (Kost et al., 2017). 
Weaver et al. (2007) compared the sexual health education of French, Dutch, 
Australian, and American young adults, finding many similarities across all the nations, 
including the age of the participants’ first sexual intercourse encounter. However, despite 
these similarities, a significant difference was found between American participants who 
received abstinence only education and all other participants in the study. The authors 
reported these differences for both rates of pregnancy for 15-17 year-olds (30.4 per 1000 in 
the US compared with Australia (9.5), France (3.4) and the Netherlands (2.2)) and STIs, such 
as gonorrhoea, in 15-19 year-olds (571.8 per 100,000 in the US, 65 in Australia, and 7.7 in 
both France and the Netherlands). In addition, this study (Weaver et al., 2007) found that 
young people are more sexually responsible in the future when their sexual experiences are 
acknowledged and controlled in their youth, rather than forbidden in all pre-marital contexts. 
The authors posit that this may be a result of the participants making more informed choices 
and seeking answers to questions from others, rather than hiding their experiences in shame 
(Weaver et al., 2007).  
The importance of comprehensive relationship and sexuality education is not limited 
to unplanned pregnancy and STI prevention, but extends to the need for diverse, inclusive, 
and positive promotion of sexual and reproductive health. Fava and Bay-Cheng (2013) 
highlight the importance of positive sexual education, and suggest that a dominant focus on 
the negative effects of telling students that STIs, teen pregnancy, and sexual intercourse are 
something to be ashamed of is problematic - especially for students who have been sexually 
abused. The authors (Fava & Bay-Cheng, 2013) advocate for a more “trauma-informed” 
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method of teaching young adults about sexual and reproductive health. Such a method 
prevents alienating victims of physical and mental sexual abuse who may blame themselves, 
or who believe they will be unloved and unwanted in the future because they are no longer 
virgins.  
Charest, Kleinplatz and Lund (2016) examined interactions between heterosexual 
participants and participants who identified as lesbian, gay, bisexual, transsexual and queer. 
They found that heterosexual participants received the majority of their sexual health 
information from school courses and received less from educational websites and news 
outlets compared with non-heteronormative participants. They also found that heterosexual 
participants were significantly more confident in their sexual health practices compared with 
non-heteronormative participants. In addition, Gannon (1998) highlights the importance of 
inclusiveness for Deaf and Hard of Hearing individuals in schools, stating that the lack of 
easily accessible reliable sexual health for the Deaf community opens them up to health 
issues, confusion, and self-esteem issues. Gannon (1998) advocates for more inclusive sign 
language based education, identification of dangerous stereotypes (e.g., people with 
disabilities being labelled as asexual), and more awareness to tackle these issues. Whilst the 
present study will not be focusing on the inadequacy of sexual education for people with 
disabilities, or victims of sexual abuse, it is important to note that issues of inclusivity within 
sexual and reproductive health education are not restricted to cultural or sexual orientation 
barriers. The issues presented by these authors (Gannon, 1998; Fava & Bay-Cheng, 2013; 
Charest, et al., 2016) demonstrate the far-reaching impact insufficient sexual education may 
have on youth globally who are not Caucasian, heterosexual, able bodied virgins. 
1.3.1. Myths, Misconceptions, and Lack of Education. In the mid-80s, decades 
before sexual health information could be researched quickly, confidentially, and reliably 
from a teenager’s bedroom, Chan (1986) published a study conducted with 97 first-year 
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undergraduate medical students in Hong Kong. Chan (1986) found that the large majority of 
respondents believed several myths and misconceptions about sexual health, such as 
“frequent intercourse is injurious to health” (p. 392), and that “the size and shape of the 
clitoris are directly related to the effectiveness of a woman’s performance in intercourse” (p. 
391). Whilst the poor experimental design of Chan’s (1986) study (questions are rather 
ambiguous and open to several interpretations), and the age of article could immediately elicit 
a remark about unreliability, cultural specificity, and times changing, in the three decades 
since publication, the findings of Chan’s (1986) article have been confirmed across the globe.  
Wynn, Foster and Trussell (2009) identified five common themes found in three 
hundred and three emails sent to the “Not-2-Late.com” website, which offers medical advice, 
and responds to emails with questions concerning sexual health, mainly emergency 
contraception. These common themes each related to sexual health myths: sexual acts that 
can lead to pregnancy; the definition of ‘protected’ sex; signs and timing of pregnancy and 
pregnancy testing; dangers that hormonal contraceptives pose to women and foetuses; and 
confusion between emergency contraceptive pills and abortion. However, it should be noted 
that whilst the authors (Wynn, et al., 2009) of the paper did find many examples of common 
misunderstandings held by individuals globally, their penchant to degrade the quoted 
‘misconceptions’ as obvious examples of a lack of education, rather than legitimate and 
realistic questions one could have despite their sexual education, lessens the veracity of their 
findings. From their analysis of questions emailed anonymously to a sexual health website, 
Flowers-Coulson, Kushner and Bankowski (2000) found that individuals lacked basic 
understanding of reproductive organs, and of the process of fertilisation. Flowers-Coulson et 
al. (2000) also labelled individuals reaching out for help with questions and worries as 
uneducated, something that could also be reinforcing the fear youth feel when asking 
questions about their sexual health. 
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However, myths and misconceptions are not relegated to young adults wanting to 
avoid pregnancy and STIs, or questioning their understanding of human reproduction. 
Lundsberg et al. (2014) explored the knowledge, misconceptions, and practices of 1,000 
reproductive-age women in the United States concerning fertility and conception. The authors 
found that participants were unsure of hindrances to conception, such as endometriosis, 
history of STIs, obesity, and age, with approximately 40% believing misconceptions, such as 
“certain positions during intercourse can increase the likelihood of pregnancy” (p. 770). In 
conjunction with this, almost half believed having sex multiple times per day, or lying on 
their back with their pelvis elevated after intercourse, would increase the likelihood of 
conception, misconceptions the authors attribute to messages passed between individuals on 
the internet.  
Supporting the findings of Lundsberg et al. (2014), misconceptions have also been 
found to be held by a group of maternal aged women (30-55 years of age). Agbemenu, 
Hannan, Kitutu, Ann and Willa (2018) also found a high prevalence of misconceptions in a 
study they conducted with twenty highly educated, English speaking, African immigrants in 
the United States in a series of qualitative interviews to identify any sexual myths believed by 
the participants, or within their social circles. The authors found that many participants 
believed myths concerning menstruation, such as the myth that undisposed sanitary towels 
are used for witchcraft (Agbemenu et al., 2018). Similarly, misconceptions about premarital 
and extramarital sexual intercourse were also common, with one participant stating that an 
individual would grow long, skinny, and old before suddenly dying, possibly as a result of 
late stage HIV/AIDS stigmatisation. One participant also commented on the perceived 
efficacy hard liquor has in preventing pregnancy; with another stating that she was told that 
ingesting carbonated drinks with lemon will terminate a pregnancy. These findings supported 
those of Ngum Chi Watts, Liamputtong and Carolan (2014) who found similar myths and 
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misconceptions in refugee African Australian teenage mothers, with many believing the use 
of any contraception would prevent them from ever conceiving a child, or give them cancer. 
Arafat and Ahmed (2017) found that 55% of patients at a Bangladeshi psychiatric sex clinic 
were concerned about their health due to a misconception comorbid with other medical 
issues, and 29% of the sample attended the clinic to address health concerns based solely on a 
myth alone. With multiple studies finding high rates of misconceptions in several cultures, it 
is imperative that educators focus on spreading reliable, safe, and informative information 
worldwide. These studies show the importance of considering the affect cultural identity may 
have on an individual’s sexual health knowledge and practices, which, in turn, shapes their 
sexual choices. Ignoring cultural differences in sexual health classes only further promotes 
this division and allows these misconceptions to spread further. Without proper, inclusive 
education, this discord will continue. 
Whilst the misconceptions around sexual and reproductive health fostered by social 
circles, educators, and lack of reliable education are important to consider in a modern 
context, it is also important to consider the prominence the media plays in modelling – or 
failing to model – healthy, positive and safe sexual practices for adolescents. Hust, Brown 
and Ladin L’Engle (2008) state that the sexual scripts portrayed in the media convey cultural 
norms; behaviours and practices that are presented to viewers as the way someone “‘should’ 
act in sexual situations” (p. 5). The authors identified three themes surrounding sexual health 
that they found most frequently in the media: 1) that puberty is humiliating and humorous; 2) 
boys are obsessed with sex and sexual performance; and 3) girls are responsible for 
contraception, teen pregnancy, and STD prevention. Whilst content concerning sexual health 
was rare for media targeted at teens, when it was referenced, masturbation was the most 
common topic (31%), followed by pregnancy (25%), contraception (19%), puberty (14%) 
and lastly STIs (11%). Hust et al. (2008) also comments on the negative impact television 
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programs may have on young people: portraying pregnant teens as happy, supported, and in 
long-term relationships, rather than depicting the possibility that these teens may be raising 
their child as a single parent; a representation that, in reality, is statistically more common. In 
conjunction with this Martino, Collins, Elliott, Kanouse and Berry (2009) found that youth 
who were exposed to more sexual content in the media were more likely to regret the timing 
of their first sexual intercourse encounter, particularly male participants. They also found that 
teens who viewed more sexual content had more realistic expectations for their own sexual 
experiences if they remained a virgin three years (for the entirety of the study), with those 
that had sexual intercourse having more negative expectations with more exposure to sexual 
content, perhaps because they knew media portrayals did not mirror real life experiences. 
Interestingly, a study conducted by Pinkleton, Austin, Cohen, Chen and Fitzgerald (2008) 
found that these negative portrayals of sexual health in the media can be counteracted with a 
media literacy course addressing the myths portrayed in the media. The authors strongly 
advocate for the consideration of the five-lesson course throughout the United States to help 
youth make informed decisions based on facts and real-life statistics, rather than following 
the advice of a television show.  
1.3.2. A Diversity Discourse. In order to understand the prevailing issues of sexual 
health knowledge globally an evaluation of previously identified theoretical discourses is 
crucial. The present study aims to identify the aspects of sexual health education that are 
lacking, and as a result, leads to many individuals being left behind because they fall outside 
the societally constructed and perpetuated notions of ‘normal’. In addition, ensuring that all 
aspects of an individual, including their gender, ethnicity, sexual orientation, and personal set 
of beliefs are considered is paramount to improving the sexual health education youths 
receive. Previous articles concerning the sociological and psychological discourses 
underpinning gender theory, social identities, and the importance of considering these pieces 
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of an individuals’ sense of self are abundant, and must be evaluated before practical 
recommendations can be made concerning sexual health. 
Ivinson (2007) discusses the pedagogic discourse that surrounds sexual health and the 
myths perpetrated by culture, the media, and youth, stating that the most pertinent issue of 
sexual health education is the need to be both scientific, and relatable to one’s common sense, 
a barrier the author believes to be insurmountable in the current educational climate. The 
author details the difficulties undertrained educators, and apprehensive youths, face when the 
topic of sexual health is brought into the classroom, with both parties unable to appropriately 
meld the clinical and scientific aspects with the real-life practicalities. Ivinson (2007) details 
the vertical and horizontal discourses which educational subjects lie upon, with the ever 
changing humanities and social sciences lying upon a horizontal discourse and those 
involving learning the principles, procedures and rules of disciplines such as mathematics and 
science upon a vertical discourse. The author discusses the issues that arise for sexual health 
education that must combine the principles and procedures of a vertical discourse with the 
fluid, ever changing aspects of the horizontal discourses, finding difficulties when trying to 
meet at the junction of both axis, unable to completely lie upon one or the other. Ivinson 
(2007) states that issues with sexual health education arise when lessons are framed in a 
scientific manner devoid of personal meaning, resulting in a situation that individuals cannot 
envision themselves in. This juxtaposition between the scientific and common sense 
discourses prevents youth from applying sexual health advice to their own lives, whether it is 
too scientific, irrelevant for their stage in life, or taught in an impersonal manner. The author 
advocates for a more cohesive model of sexual health education, allowing youths to visualise 
how what they are learning pertains to their current situation and personal circumstance 
rather than simply forcing them to memorise facts and figures to pass an exam. Ivinson 
(2007) highlights the importance of scientific discourse in relation to sexual education, 
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advocating for its ability to “directly challenge common sense myths about sex” (p. 207) in a 
way that horizontal discourses cannot. In conjunction with this, the author argues that sexual 
education classes perpetuate sexual myths by implementing scare tactics about the pitfalls of 
sexual experiences, rather than empowering youth to have their questions answered in a safe, 
scientific, and relatable manner. This is not to reify science, and, of course, a focus simply on 
scientific discourses in sexual education would be problematic, and has the potential effect of 
medicalising sexuality – or reducing it to its biological components.  
Asher (2007) discusses multicultural discourse within education, stressing the 
struggles educators face when approaching sensitive topics, and accounting for cultural 
differences in a North American context. The author (Asher, 2007) explores the dynamic 
context in which multicultural tensions relating to gender and sexuality may arise for 
educators, stating that “When we deconstruct the mythic heterosexual norm and engage the 
struggles of homosexual, bisexual, and transgender students, parents, and educators often, but 
not always, respond with trepidation, resistance, and even anger” (Asher, 2007, p. 67). The 
author goes on to state that the disconnect between culture, religion, sexuality, and education 
needs to be addressed in a modern context, accounting for a global cultural evolution and 
wider acceptance of individual differences; a sentiment that opens a discussion about 
diversity in education, and lays a foundation for the theoretical aspects of the present study. 
For more than twenty-five years the issue of culturally appropriate sexual health education 
has been a topic of conversation. Asher (2007) also brings focus to the underlying issues that 
follow discussions of diversity, stating that whilst issues are in the spotlight, other 
discriminatory tensions may be amplified. The author provides an example; during a dialogue 
concerning sexual orientation diversity one can foster a sense of self-pride and inclusiveness, 
resulting in other issues of diversity (such as race) being forgotten, undervalued and even 
discriminated against. Asher (2007) promotes a future pedagogy that aims to break free of 
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binary thinking, embracing the multitude of differences between individuals, and urges 
educators to avoid “see[ing] no race, differences of sexuality, or relations of power” (p. 71), 
but instead celebrate these differences and utilise the discussion of them and their practices to 
promote understanding in their students.  
Fine (1988) discusses the discourses preventing youth from receiving reliable, 
accurate and sex positive information in high school, focusing primarily on the gendered 
discourses faced by young women. The author outlines four discourses identified for young 
women; sexuality as violence, in which educators and parents worry that speaking of 
sexuality will harm and terrorise youth; sexuality as victimisation, which reinforces female 
vulnerability in heterosexual relationships and pushes them to ‘defend’ themselves against 
disease and pregnancy; sexuality as individual morality, in which young women are pushed 
to make the correct moral choice of abstinence and modesty; and lastly, the discourse of 
desire, in which female adolescents must hide their sexual wishes from the world. Fine 
(1988) reflects on the way young women are pushed to form their sense of sexuality by 
outside influences such as parents, teachers and peers, rarely being urged to think 
introspectively to identify their own values. The author also identifies the strong, 
independent, and reliable views a heterosexual woman must hold, whilst at the same time 
remaining demur and respectful for fear of pushing a male partner away, highlighting the 
male fragility that female strength must constantly be monitoring. Fine (1988) discusses 
common themes she uncovered whilst conducting field work in an American high school, one 
of which distinctly displays the internal conflict female adolescents are faced with concerning 
their sexual health. The author highlights how the young women often desperately seek 
intimate attention from men; despite the strong pervasive anger they feel towards men for 
wronging them, an internal dialogue that fights a female’s morality, sexual desires, and 
safety. The author also identifies the limited arenas these young women have to turn to for 
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sexual health advice, with their parents often reprimanding them for seeking information, and 
their teachers refusing to acknowledge their needs, noting that the only individuals who were 
able to openly discuss their needs were the students within the school’s Gay and Lesbian 
Association. The discussions of these discourses highlight the prominence of disadvantage 
several groups face when it comes to sexual health education, something that requires further 
exploration. Although the article was written three decades ago, Fine’s (1988) argument is 
still pertinent today, with more recent research supporting her theoretical discourses around 
gendered sexual practices. 
Tolman, Striepe and Harmon (2003) support the gendered constructs detailed by Fine 
(1988), and stress the importance of acknowledging gender in sexual health education. The 
authors outline their model of female adolescent sexual health, with specific focus on young 
women’s sexual desires, attitudes, values, and knowledge in a holistic manner. The model 
aims to encapsulate the entirety of a young woman’s sexual health, including all aspects of 
social, physical, cultural, emotional, and mental health. These include expressions of sexual 
desire, access to resources, displays of love and affection, questioning of social norms 
relating to heterosexuality and gender roles, and the importance of non-intimate social 
relationships for educational and emotional support at a micro level. At a macro level, issues 
of cultural, institutional, and political conditions are acknowledged and access to these 
physical resources (such as contraception), information, and alternatives to sexual norms for 
the individual is considered. Tolman et al. (2003) highlight the importance of an all-inclusive 
model of sexual health for young women, and discovered how it is intrinsically entangled 
with a model for young men. The authors specifically comment on the need young men feel 
to reject homosexuality, and prove their masculinity, with this in turn producing both 
subconscious and intentional threats of violence towards female counterparts. These threats 
are then feared by young women and create difficulties for them when addressing their 
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sexuality. This interconnectedness is crucial when considering the gendered nature of sexual 
health, and is termed by the authors (Tolman et al., 2003) as ‘gender complementarity’. 
Gender complementarity aims to highlight the blending of male and female ideologies, and 
the pressures adolescents feel from masculine and feminine discourses, whilst also stressing 
the importance of rejecting compulsory heterosexuality, and emphasising the different 
barriers young men and women face. 
In contrast, Lamb (2010) critiques the sexual health concepts presented by earlier 
research (Fine, 1988; Tolman et al., 2003), drawing attention to flaws within these feminist 
ideologies that suggest young women need to become liberated, sexually assertive beings. 
Lamb (2010) calls to question the idealistic nature of pushing young women towards sexual 
empowerment, stating that it is another sense of perfection they will have to work towards. 
The author states that young women are already working on the project of themselves (i.e. 
making themselves the perfect image society expects), and adding another layer could be 
problematic. Lamb (2010) also comments on the binary aspect of pushing young women 
towards being a sexual subject in power of their own situation, rather than a passive object of 
another’s desire. Advocating for active sexuality may push young women into the masculine 
side of the male/female sexual dichotomy presented as a social norm, one which sees young 
men driving themselves to be perfect, assertive, ready for sex beings. This binary ideology 
discounts the combinations of passive and active roles that both young women and men may 
wish to pursue, following their own path, rather than one set out by social expectations. Lamb 
(2010) also remarks on the issues concerning ‘good’ sex for young women, stating that 
pushing the idea that ‘good’ sex must be enjoyable and actively assertive causes multiple 
problematic issues. ‘Good’ sex - being defined as purely pleasurable - reinforces the concept 
that young women are made up entirely of their physical body, rather than it being a piece of 
what makes them a whole person. In addition, Lamb (2010) argues that not all pleasure 
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signifies the freedom, naturalness and power women have fought decades to receive. The 
author also highlights the importance of considering young women of other ethnicities, and 
how fighting against the fragile, passive, and objectified young woman contradicts the 
promiscuous, hypersexual being often associated with women of colour. Young women of 
colour are fighting against these stereotypes in direct contrast to white women, something 
Lamb (2010) reminds future feminist theorist to remember when building sexual health 
models that are pushing young women towards accepting sexual subjectivity. 
Schick, Zucker and Bay-Cheng (2008) combine the theoretical aspects of feminist 
ideologies, with practical actions to evaluate the role of gender norms for sexual relations. 
They focus specifically on condom usage, and the interplay of feminist ideologies, sexual 
subjectivity, sexual motivation, and sexual satisfaction. The authors draw attention to the 
implications of a woman advocating for condom usage during intercourse, noting that this 
request directly contrasts the social norm of the sexually passive female whose main goal is 
to please their male partner. The authors also state that women who promote condom usage 
can be typecast as sexually promiscuous and ‘unclean’. To further support their argument, 
Schick et al. (2008) presented their experimental data, finding evidence of the role feminist 
ideologies play in supporting a woman’s sexual well-being. Participants who held stronger 
feminist beliefs were more inclined to have intercourse to satisfy their own sexual interests, 
not those of their partners, also finding that these women were more likely to promote 
condom usage. The authors (Schick et al., 2008) advocate for more continuous and in depth 
challenging of social norms and sexism to ensure women’s sexual assertiveness can continue 
to evolve and influence youths. 
The prevailing theme of the presented feminist and social theory remains the same 
today as it was when Fine (1988) began the discussion three decades ago, dismantling the 
binary concepts that burden female sexual empowerment, whilst ensuring all matters of 
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emotional and physical needs are met. By blending together the concepts of active vs. 
passive; objective vs. subjective; promiscuity vs. chastity, and many more binaries, young 
women will be able to place themselves along a more comprehensive spectrum, and make 
their own sexual choices, building their own sense of empowerment, rather than being 
labelled ‘empowered’ by groups of feminist theorist generations older than them. These 
discourses are essential to consider regarding sexual health, and whilst the theoretical 
underpinnings are strong and well established, the real-world practicalities of sexual health 
must also be considered. Pushing young people to fit the model built by theorists further 
impedes their ability to grow, mature, and establish their own sexual identity. Taking a social 
constructionist approach simply focuses on the discursive aspects of sexual health education, 
and discounts the barriers the ‘real world’ presents young adults with, failing to arm them 
with tools to these tackle issues. Fixating on a realist perspective disregards the social and 
psychological discourses that influence young people and society as a whole. Thus, a more 
critical realist approach is also necessary to consider in this context, one that borrows from 
Gergen's (2001) suggestion to always continue the constant dialogues of psychological theory 
and relativism. Approaching sexual health from a critical psychology position that will 
continue to evolve and always critic itself will enable researchers and theorist to combine 
their findings, and develop a cohesive, and complete guide for sexual education, one that 
encompasses all theoretical and practical aspects of life for young people. The following 
sections detail the ways in which these discourses have remained separated, and at times, 
combative. How this disjunction has been impacted by cultural norms, political powers, and 
educational practices in the ‘real world’, and how these issues have resulted in a lack of 
sexual health education for youths will be evaluated and critiqued at length. 
1.3.3. Sexual Health for Non-Heteronormative Individuals. A quantitative survey 
study of more than 1700 same-sex-attracted youth carried out by Hillier and Mitchell (2008) 
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examined the inclusivity of minority groups in Australian sexual and reproductive health 
education. It was found that most of the students surveyed believed their education was 
‘useless’ as information about same-sex relationships was not provided. Hillier and Mitchell 
(2008) reinforced these findings by citing that whilst the same-sex-attracted adolescents 
become sexually active earlier, they had similar incidences of STIs and pregnancy as other 
students – perhaps because their needs remain forgotten. In addition, Charest et al. (2016) 
advocate for more comprehensive education for lesbian, gay, bisexual, trans, queer, intersex, 
and asexual (LGBTQIA+) students, finding that heterosexual students were significantly 
more confident in their knowledge of their sexual health practices. The barriers LGBTQIA+ 
individuals face, specifically in sexual education classes, is explored in a qualitative study by 
Estes (2017). Estes draws upon the interview data of ten LGBTQIA+ participants who 
reported that the limited, if any, sexual education they received in school failed to address 
any topics that were relevant to them. Estes (2017) highlights the struggles a large portion of 
students are faced with, and how isolating them as ‘others’ leads to them distrusting their 
sexual health teachings, and leaves them with unanswered questions. These findings 
supported similar research conducted by Formby (2011) which identified four common 
themes that British LGBTQIA+ individuals expressed in qualitative interviews: invisibility 
and marginalisation; conceptualisations and understandings of sexual health; influences on 
sexual activity, ‘risk assessment’ and safer sex; and access to services. Formby (2011) reports 
that participants recalled a lack of knowledge about key issues, such as STI transmission 
between same-sex partners, reportedly due to the fact that their sexual education had failed to 
address non-heteronormative relations and practices. Similarly, participants commented on 
the ‘medical’ focus of their sexual health education, with the emotional, mental and social 
aspects of sexual relations, particular those that are not heteronormative, being largely 
ignored. Brown, Masho, Perera, Mezuk and Cohen (2018) found that individuals who were 
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exposed to adverse childhood experiences (such as abuse or neglect) were more likely to have 
their sexual debut be before 13 years old, with homosexual and bisexual participants being 
significantly more likely to have sexual relations earlier compared with heterosexual 
participants who also experienced adversity. With almost half (48.9%) of Men who have Sex 
with Men (MSM) being diagnosed with an STI in a NSW based study (Richters et al., 2015) 
compared with 12.4% of non-MSM, and 40% of Women who have Sex with Women never 
having had an STI test (Mooney-Somers, Deacon, Richters, & Parkhill, 2015), the need for 
comprehensive, inclusive and non-heteronormative sexual education in Australia is 
paramount. 
García (2009) conducted a study with forty young Hispanic women living in Chicago, 
finding that many of the lesbian or bisexual participants relayed experiences of isolation and 
shame concerning their sexual identity. Participants stated that they were unsupported during 
school based sex education classes, with many reporting they never asked questions or joined 
in on class discussions about sexual health because they were scared of their teachers’ 
reaction, or scared of being made the target of ridicule. García (2009) suggests that some of 
the alienating and demeaning behaviour displayed by teachers and sexual educators could be 
explained by a lack of the required level of training to tackle issues of sexual orientation, 
same-sex intercourse, and the psychological aspects of being non-heteronormative that 
students may present them with. Abbott, Ellis and Abbott (2015) conducted a study with 
sexual and reproductive health educators in England focusing on their experiences with 
sexual orientation diversity. Despite training, and governmental support for inclusive 
teachings, many teachers continue to assume most students are heterosexual, and therefore, 
teach in a heteronormative manner. Teachers admitted that even though they acknowledge 
students in their class may be gay, lesbian, or bisexual, they believe a heterosexual focus 
comes first, often citing a lack of time as the primary barrier. The authors (Abbott, Ellis, & 
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Abbott, 2015) also found that many teachers defended their lack of sexually diverse teachings 
by concentrating on their lessons aimed at preventing homophobia in heterosexual students, 
something the authors claim only further enforces binary hetero/homo discourses and 
endorses a heteronormative mindset.  
Bingham, Harawa and Williams (2013) found that bisexual African-American men 
with higher internal gender role conflict (i.e. internalised divergence with conforming to 
traditional gender-role stereotypes) were more likely than participants low on internal gender 
role conflict to report low self-esteem, psychological distress, higher instances of internalised 
homophobia, less knowledge of HIV, more unprotected vaginal or anal intercourse with 
females, lower risk reduction skills, and less disclosure of same sex behaviours. Real-life 
distinctions between heterosexual and non-heteronormative individuals can be seen in other 
research that addresses the additional efforts LGBTQIA+ individuals must go through 
because of the lack of education addressing their needs. Arrington-Sanders et al. (2015) 
found that same-sex-attracted African American males used sexually explicit material to 
learn about same-sex sexual behaviours and their mechanics, to better explore and understand 
development of one’s sexual orientation, and to learn sexual roles and responsibilities in a 
same-sex context. Some of the participants in the study labelled sexually explicit material as 
a guide to how they should act with a sexual partner; as same-sex intercourse was not 
discussed in school, or with peers, in a manner that could answer their questions, other 
participants stated they simply viewed sexually explicit material for masturbatory purposes. 
The authors (Arrington-Sanders et al., 2015) highlight the lack of education afforded to same-
sex attracted individuals in school, by the media, and in peer groups, advocating for the need 
of more inclusive, diverse and sex-positive education for youth to ensure no student is 
excluded based on their sexual orientation.  
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A Norwegian study by Røthing (2017) refers to the current sexual health curriculum 
in Norway that suggests issues of homosexuality and heterosexuality be given equal weight 
in classroom settings and in educational materials, something which the author states is rarely 
the case, with heterosexual practices taking priority, and homosexuality being marginalised. 
The author (Røthing, 2017) found that many Norwegian textbooks fail to address differing 
sexual orientations in the same contexts as heterosexual relations for sexual pleasure, STIs 
and domestic violence, furthering the exclusion of non-heteronormative individuals, and 
leaving many topics vague. The textbooks also fail to address issues that affect mainly 
orientation diverse individuals, like HIV/AIDS and lower reported rates of protection usage, 
focusing only on the issues in a heterosexual context.  
This previous research shows the strong need for more comprehensive and inclusive 
sexual health education for all youth, especially those who may be questioning their sexual 
identity and need supportive, informative educators to aid their introspection and answer their 
questions. 
1.3.4. Sexual Health for Culturally Diverse Individuals. In a globalising world, it is 
important to consider different ethnic and cultural norms and the way they may impact sexual 
health education for adolescents, many of whom may be hearing conflicting information from 
different cultures. Ward and Taylor (1992) argue for more diverse education for American 
youth, both linguistically and culturally, calling for schools to utilise community programs 
and educational training to aid in providing comprehensive and relevant sexual health 
information for immigrant and ethnically diverse adolescents. The authors (Ward & Taylor, 
1992) go on to detail an inclusive educational framework, and suggest American educational 
institutes begin focusing on diversity before the already high teenage birth rates continue to 
rise for Hispanic and African-American youth as their marginalisation promotes further 
educational deficits.  
AUSTRALIAN SEXUAL HEALTH   24 
García (2009) found that Latina youth in the United States were subject to racist and 
vilifying preaching by Caucasian sexual health educators and teachers in school, with many 
reporting being told to forgo condoms believing that educators were of the opinion that 
Hispanic females would become teen mothers regardless of sexual health education. 
However, García (2009) also reported contradictions to this with many of the participants 
being taught to avoid becoming a stereotype; a young, immigrant, Hispanic girl, pregnant, 
unmarried, uneducated, and unemployed, a notion which isolated the participants, and 
encouraged them to avoid speaking to their teachers for fear of being labelled “one of ‘those 
girls’” (p. 531). With some teachers ignoring the sexual health of the participants, and others 
pushing them to not become the aforementioned stereotype, this reported incongruence 
reinforces the notion that educators are unsure how to address cultural differences in the 
classroom. With García (2009) finding that the majority of participants wanted more 
comprehensive, inclusive, and well-rounded sex education in class, a study by Orgocka 
(2004) found otherwise.  
Orgocka (2004) conducted a study seeking out the opinions of young female Muslim 
immigrants in the United States and their mothers (all of whom grew up in the Middle East) 
concerning sexual health education classes at school, aiming to identify any generational 
differences. The author found that their opinions on sexual education varied, with almost half 
(44.7%) of the students wanting to forgo sex education classes completely in school, despite a 
similar percentage of their mothers (43.3%) wanting them to attend classes frequently. 
Orgocka (2004) states this may be because the students felt their sexual health education 
classes made assumptions about their experiences and spoke as if premarital sexual relations 
were predetermined, taking away their choice to remain abstinent. Whilst all participants 
reported that they saw technical information about the reproductive systems of males and 
females as important, and the science of procreation as relevant, useful and necessary, they 
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felt as though they were excluded from the rest of the discussion. Reviewing the Orgocka 
(2004) and García (2009) studies correspondingly, the need for a more open discussion about 
cultural differences, and the changing needs of a globalising world becomes apparent. These 
articles highlight the importance of sexual education that encourages choice and positive 
relationships with one’s sexual health experiences, whatever they maybe, rather than classes 
that assume each individual follows a similar path towards disease, pregnancy and negative 
sexual experiences. 
In an Australian context, a meta-analysis conducted by Botfield, Newman and Zwi 
(2016) focuses on the needs of culturally diverse young people, stating that whilst their 
reproductive health needs may be similar to other Australian youths, there are additional 
challenges concerning these individuals because of their cultural background and resettlement 
context, such as cultural norms, myth perception and familial pressures. This was especially 
the case for young immigrants who tend to receive little sexual health education at home due 
to cultural barriers. The authors (Botfield et al., 2016) identify the barriers faced by culturally 
diverse Australian youth, including advertisements of sexual health resources specific only to 
Australian born, English as a first language individuals, thus excluding large portions of 
immigrants. They also posit that this inability to access reliable sexual health information is 
not only due to language barriers, but also community norms and religious beliefs that shame 
and stigmatise individuals and prevent them from seeking out information. Botfield et al. 
(2016) state that this lack of information manifests in many immigrants or international 
students turning to health services only as a last resort. Similarly, MacPhail and McKay 
(2016) note the distinct differences between Aboriginal and Torres Strait Islander 
adolescents, and non-Indigenous Australian youth, stating that chlamydia and gonorrhoea are 
between three and thirty times more prevalent in Indigenous youth. They highlight that social 
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determinants, such as poverty, educational disadvantage, and substance use, may impact on 
their lives and ability to gain access to reliable sexual and reproductive health information.  
Ussher et al. (2017) conducted a qualitative study about the sexual health experiences 
of migrant and refugee women in Australia and Canada. They identified six key themes that 
presented barriers to women’s knowledge and experience, including; menarche, menstruation 
and menopause; contraception and family planning; sexual knowledge and communication; 
premarital virginity and female circumcision or female genital cutting; sexual health 
knowledge and practice; and sexual health information and support. The study focused on 
these barriers and aimed to identify any differences immigrant women and their children may 
experience compared to an Australian-born individuals. Ussher et al. (2017) found that many 
women and their social circles often did not discuss any topics of sexual health, fostering a 
culture of shame, myths and miscommunication, especially with medical professionals. The 
authors (Ussher et al., 2017) suggest engaging policy makers in conversations to ensure that 
immigrant and refugee women are not being excluded because of cultural norms, 
collaborating with health providers to ensure they are aware of the barriers faced by some of 
their patients, and involving the media to help spread awareness of this issues.  
1.3.5. Sexual Health and Gender Constructs. When discussing sexual health, it is 
important to consider perceived gender roles, their distinctions in differing cultural settings, 
and their real life consequences. These differences, and the role traditional gender norms play 
on sexual health for each gender, are crucial to consider before changes can be made to make 
sexual health education more comprehensive, relevant, and easier to understand for youth. 
Following their meta-analysis of fifty eight studies of programmes relating to men’s health 
Barker, Ricardo, Nascimento, Olukoya and Santos (2010) advocate for the development of 
programmes that focus on a gender-transformative approach to sexual health, focusing on 
equality within sexual relationships. Barker et al. (2010) detail the positive results that 
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programmes which focus less on traditional values, and more on informed, equal 
responsibility sexual relationships can have on males, particularly in decreasing in intimate 
partner violence. Recent research conducted by Silver, Chadwick and Anders (2018) 
highlights the link between an allied feminist identity in men and their sexual behaviour, 
finding that non-allied men conformed to traditional gender roles, whilst allied men believed 
in more egalitarian roles. For example, whilst all male participants were reportedly ‘happy’ to 
focus on their partner’s pleasure, men who identified as allies were less concerned about 
receiving sexual favours in return compared to non-allied men. In addition, Silver et al. 
(2018) found that feminist allied men had significantly lower masculine gender role stress 
overall, something important to consider when looking at sexual health practices (Silver et 
al., 2018). García (2009) draws upon qualitative data collected from young Latina young 
women living in Chicago who were reportedly ‘chastised’ by sexual educators for asking 
questions that were seen as promoting sexual promiscuity in females (i.e. concerning the 
morning-after pill). The study found that young women were often discouraged from 
participating in the discussion in order to protect their chastity and avoid being labelled as 
sexually promiscuous, whether they were sexually active or not. A qualitative study 
conducted by Kennedy and Roberts (2009) found that in young, multiethnic college women, 
the majority reportedly struggled with the faithfulness of their sexual or romantic partner, 
with the focus group agreeing that almost all men are unfaithful but only for ‘other women’, 
with many contradicting that statement by claiming their own partner was monogamous. In 
conjunction with this, the women reported that they did not use condoms during any sexual 
intercourse, not because they did not understand their efficacy, but simply because they do 
not want to, and they fear the use of a condom signifies distrust in one’s partner. The women 
went on to outline that they were well educated and understood the facts and likelihood of 
contracting a STI but the need for love, affection and intimacy overrode any self-preservation 
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instincts, with one likening attaining a boyfriend as a ‘reward’ for risking her health 
(Kennedy and Roberts, 2009). One finding of the study that Kennedy and Roberts (2009) 
labelled as “highly concerning” was that despite the participant’s assertions that they had a 
complete and well-rounded understanding of sexual health concerns, they received average 
scores of 59% for STI knowledge and 73% for HIV knowledge when tested. This disconnect 
between their confidence and actual knowledge, and the assumptions that all men, except 
their partner, are universally unfaithful highlights the need for more comprehensive sexual 
health education that targets both the physical and emotional aspects of a healthy, positive 
sex life rather than instilling fear of disease and unplanned pregnancy. 
Santana, Raj, Decker, Marche and Silverman (2006) considered the importance of 
traditional gender role ideologies for sexual risk behaviours and intimate partner violence, 
reporting that men with more traditional beliefs are more likely to report relationship violence 
and sexual coercion. In conjunction with this, they highlight the significant likelihood of 
males with more traditional ideologies being more likely to have multiple casual sex partners, 
unprotected sex, and more negative attitudes towards male contraceptives (i.e. condoms). 
Santana et al. (2006) conducted the study with a sample of 18-35-year-old sexually active 
American Caucasian and Hispanic males attending a community health centre. They found 
that sexual risk behaviours, such as forced unprotected sex, and sex with multiple partners 
unprotected, was reported in almost half (49.2%) of all participants, with 41.3% reporting 
intimate partner violence perpetration in the past year. The authors (Santana et al., 2006) also 
found that the majority of their participants felt it was essential for men to be respected by 
others (76.0%), and by their wife and children (83.8%), with 42.4% believing men are always 
ready for sex.  
Reidy, Brookmeyer, Gentile, Berke and Zeichner (2016) conducted a study involving 
six hundred male participants, finding that those with a high level of gender role discrepancy 
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(i.e. those who believe they are less masculine than the average male) were significantly more 
likely to engage in unprotected sex, and were more likely to contract STIs. The authors 
(Reidy et al., 2016) assert that this may be because participants who believe they are less 
masculine than others try to maintain a strong and ‘manly’ image in sexually intimate 
settings, not wanting to admit to needing the protection of contraceptives. In addition to this, 
men who believed others were ‘manlier’ than themselves were significantly older at time of 
their first penetrative sexual experience. Contrastingly, those who reported the youngest age 
of first sexual experience overall were significantly less likely to partake in unprotected 
casual sex and had lower rates of STDs. Whilst this research brought focus to the role gender 
norms and ideologies play in real-life sexual practices, it, along with the study conducted by 
Santana et al. (2006), focus solely on male participants and their experiences. 
The impact traditional gender ideologies may have on an individual and their sexual 
health can also be seen in a study conducted by Emmers-Sommer et al. (2009) who found 
that women are more proactive than men when it comes to sexual health matters, with women 
being more likely to speak to a healthcare professional about sexual health concerns and 
being tested for STIs more frequently. The authors believe this contrast in sexual health 
proactivity is related to men reporting significantly more traditional gender role beliefs than 
women, with the more traditional a man’s beliefs being directly correlated with his likelihood 
of seeking healthcare as they deem it inappropriate to discuss (Emmers-Sommer et al. 2009). 
Building upon this theory the authors state that, with control being one of the most important 
aspects of traditional gender roles, perhaps men believe seeking help may result in a loss of 
control, or that sexual health is simply an issue for women, not men. Emmers-Sommer et al. 
(2006) go on to highlight the dichotomy that exists for women, one that emphasises a 
woman’s role in sexual health, which may be due to the more serious ill effects of poor 
sexual health practices for women, such as pregnancy, or STIs, but also labels women as 
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promiscuous or dirty for their sexual attitudes and behaviours. This conflict emphasises the 
distinct difference between male and female attitudes in relation to their sexual health 
practices and the ideologies held by many about a need to conform.  
The findings of a study conducted by Fisher (2013) highlights these expected gender 
norms when examining the effect of a Bogus Pipeline experiment (a fake lie detector is used 
to elicit more truthful responses from the experimental ‘pipeline’ condition compared with 
the control group), finding that female participants were less likely to report engaging in 
sexual intercourse when they were in the control group compared with men, but produced 
results similar to men when in the pipeline condition. Fisher (2013) also found this condition 
discrepancy in reported age of first sexual intercourse, and number of sexual partners when 
comparing genders, highlighting the societal pressures women face to protect their reputation 
by minimising their sexual encounters and choices by lying.  
Considering Australia’s multicultural population (only 66.7% of Australians were 
born in Australia, as reported by the ABS (2017)) it is important to consider how sexual 
health and gender norms differ in non-Western countries. Varga (2003) conducted a 
qualitative study concerning the sexual health and practices of Zulu youth in South Africa, 
highlighting the stark differences young females and males face within rural and urban areas 
pertaining to their sexual practices. Varga (2003) details the status and respect male youth 
receive when having sexual relationships with multiple women, and the lose-lose situation for 
young women who must prove their youth and fertility to society without getting pregnant, 
using birth control, or alerting anyone of their sexual conduct. In addition to this, Varga 
(2003) uses quotations obtained from focus groups to stress the opinion that women are 
believed to be uneducated, submissive beings who blindly follow their partner’s guidance in 
their sexual lives, and who’s future career or lifestyle is less important than their partners. 
One participant is quoted as saying; 
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“When [women] say ‘no’ they mean ‘yes.’ [A woman] can never come out clearly 
and say ‘let’s do it.’ You need to read her facial expression…. If she keeps on saying 
‘no’ and closes her eyes, she wants it [sex].” (Varga, 2003, p. 163) 
The inequality between young men and women was also reported in the study, with another 
focus group participants remarking;  
“I’m glad to know I am not sterile and that I can have children. But by [becoming] 
pregnant, I will not be able to finish school. [T]he baby’s father will finish school and 
get a job. Then he will want someone like him, an educated woman, not me. I just had 
his baby.” (Varga, 2003, p. 166) 
The author also reports the refusal of paternity many young women are faced with, with their 
sexual partners preferring to deny their responsibilities and continue on with their studies; “In 
my personal experience I did not accept paternity when a girlfriend told me she was pregnant. 
This was because of pressure from my parents. They did not want the cost and I was still a 
student.” (Varga, 2003, p. 167) 
Similarly, Gipson et al. (2010) focuses on Malawi couples and their sexual health 
services, practices, and knowledge, also finding evidence of the perception that women are 
submissive and less intelligent than their husbands. One married male participant stated that; 
“Usually it’s only women who receive this family planning counselling…. it’s 
difficult for some women to explain in detail about the family planning counselling to 
their husbands. But if you offer the counselling to both as a couple, the husband will 
clearly understand it.” (Gipson et al., 2010, p. 66) 
Despite this perception of women as confused, dependent beings who do not understand 
contraception, the authors found that the women would often hide going to clinics to receive 
from their husbands. Gipson et al. (2010) recommend further education in Malawi, especially 
when concerning contraceptive methods, and targeting males to ensure informed decisions 
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can be made that are suitable for both individuals within their relationship. This disconnect 
between the societally acceptable gender norms, and the actual responsibilities and actions of 
the genders in Africa further highlight the need for gender inclusive education. If husbands 
are making the contraceptive decisions for a couple, but are not being taught about them as 
adolescents or young adults, issues will continue to arise concerning pregnancy rates and 
incidences of STIs. 
Devries and Free (2010) conducted a qualitative study about the sexual health 
practices of Indigenous Canadian youth, and found that males were expected to act 
assertively to secure as many female sexual partners as possible, and to be interested solely in 
sexual intercourse. However, females were expected to resist sexual advances as long as 
possible, and remain in control of their sexual desires. The study also found that female 
Aboriginal Canadians were more likely to take control of the birth control aspects of sexual 
relations, with many providing the condoms for intercourse. Devries and Free (2010) present 
their research in the context of hegemonic sexual identities, labelling the behaviour of males 
and females as conforming to traditional stereotypes or not, with much of the collected 
responses conforming to a male dominated sexual relationship. Schensul et al. (2015) 
conducted research in Mumbai, India in which gender norms concerning sexual health were 
assessed in a three-year cross-sectional study, during which the researchers dispersed 
interventions aimed at increasing gender equality and positive attitudes towards sexual health. 
Schensul et al. (2015) found that the dissemination of gender equality information helped 
raise gender balance significantly within the experimental condition, with the control 
conditions opinions remaining stable over time. Most importantly, Schensul et al. (2015) 
found that the Islamic Imams (religious leaders) they had worked with to disseminate gender 
equality information and practices showed the strongest increase in gender equality beliefs 
from baseline to the last experimental stage. The Imams provided encouraging feedback 
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concerning their involvement and worked with researchers and the community to bring 
together the Qur’an, gender equality information, and teaching activities. This is important to 
consider with regard to sexual health education as the positive opinions and expressions 
portrayed by the teacher may help students and the community with their understanding and 
minimising of gender role rigidity. With such a large portion of Australian youths being from 
migrant families, or immigrants themselves, it is crucial that cultural differences play a key 
role in the discussion of sexual health in schools. An open discussion about the values, 
traditions, and misconceptions of multiple cultures in a classroom setting could help answer 
any questions young adults may have in a safe, controlled environment, guided by a teacher 
who encourages involvement. 
1.4. The Impact of Personality and Learning Styles on Knowledge 
The above research considers the shortfalls of global sexual health education, and the 
theoretical foundations that underpin the diversity of young adults. Taking into consideration 
the feminist ideologies which posit the importance of gender focused education, the evidence 
of sharp cultural differences that meld together in multicultural Australia, and the real-life 
results of poor, binary focused sexual education, it is crucial to consider aspects of an 
individual than those relating just to gender, culture, and sexual orientation. Incorporating the 
plethora of traits which make up an individual is pertinent to ensure an individual is 
researched in as holistic a manner as possible – especially given the important role that 
psychological wellbeing has in one’s sexual health. Focusing on aspects of personality and 
learning styles will broaden any previous research that focuses on a few dualistic concepts 
that make up a small percentage of an individual’s persona, widening the field of sexual 
health education, and its theoretical foundations. As a result, it is postulated that an 
individual’s learning style, and their personality type, may also be factors in how well an 
individual understands the topics being explored in class.  
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1.4.1. Research Concerning Learning Styles & Personality Traits. The topics of 
learning styles, personality types, and knowledge or academic performance have been studied 
together extensively in the past, with several studies finding correlations between learning 
styles and personality types. Greenberg, Goldberg and Foley (1996) found significant 
correlations between the personality types of the Fundamental Interpersonal Relationship 
Orientation, and the Learning Preference Inventory, with participants low on inclusion and 
affection scores preferring to learn independently, and in a more abstract manner, in relation 
to their current field of study at university, paediatrics. Similarly, a study conducted by 
Watson, Minzenmayer and Bowler (2006) focused on individuals with high levels of Type A 
personality traits, such as competitive attitudes, a sense of time urgency, and aggression and 
hostility as coping mechanisms during times of frustration. Watson et al. (2006) found that 
participants with high levels of Type A personality traits were significantly more likely to 
experience depression and high levels of social monitoring. In addition, these participants 
experienced lower levels of social desirability, communality, and individual performance 
across time, finding that in team project situations, groups with more Type A participants 
focused on individualistic behaviour, and produced lower scores. A study by Conti and 
Mcneil (2011), found that three of the four the personality traits of the Meyers-Briggs Type 
Indicator were significantly correlated to learning preferences. Sensing-Intuition, Thinking-
Feeling, and Judgement Perception all correlated with learning strategies identified with the 
Assessing The Learning Strategies of Adults scale. Whilst these studies, and countless others 
(Ginevra, Nota, Heppner, Heppner, & Soresi, 2015; Harrison, C., Lester, 2000; Threeton, 
Walter, & Evanoski, 2013) have brought emphasis to educational psychology, their focus is 
limited to the relationship between learning styles and strategies, and personality traits, they 
do not measure task performance. 
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Studies focusing both on personality types and learning styles, and their interaction 
with task or academic performance, highlight the possible interactions and implications in 
real-life situations. A study by Al-Naggar et al. (2015) found that Openness to Experience, 
Extraversion, and Conscientiousness as measured by the Big Five Inventory were 
significantly correlated to Malaysian Health Science students’ grades in a university setting. 
However, the study only included students with grade point averages about a B- (58% 
average) and did not include any participants from outside a tertiary setting. A study by 
Taher, Chen and Yao (2011) found significant correlations between the personality traits of 
Extraversion, Conscientiousness and Openness to Experience as measured by the 
International Personality Item Pool Five-Factor Inventory and academic performance for 
Chinese students undertaking a Master of Business Administration. In addition to this, they 
found significant correlations between learning styles as measured by the Revised Two 
Factor Study Process Questionnaire and academic performance. İlçin, Tomruk, Yeşilyaprak, 
Karadibak and Savci (2016) found that learning styles as measured by the Grasha-Riechmann 
Student Learning Style Scale significantly predicted grades for physiotherapy students in 
Turkey. Similarly, Li, Yu, Liu, Shieh and Yang (2014)found that personality types, as 
measured by the Myers-Briggs Personality Inventory, were significantly correlated with the 
academic performance of nursing students in Taiwan. Chamorro-Premuzic and Furnham 
(2003) found that Conscientiousness was positively correlated with examination grades for 
British university students, also finding that Extraversion and Neuroticism were negatively 
correlated to grades. Similarly, Peterson, Casillas and Robbins (2006) found that 
Extraversion, Agreeableness and Conscientiousness were all significant predictors for 468 
university students’ academic grade point averages. Komarraju, Karau, Schmeck and Avdic 
(2011) found that learning styles correlate with both grades for students, and personality 
traits. These strong correlations are also reported in a meta-analysis conducted by O’Connor 
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and Paunonen (2007) in which statistically significant correlations between academic 
performance and personality traits were found in twenty-three publications. This meta-
analysis (O’Connor & Paunonen, 2007) also demonstrated the Conscientiousness is most 
often correlated with academic performance, followed by equal representation by Openness 
to Experience, Extraversion and Agreeableness, with Neuroticism correlating least often.  
Despite the interaction between learning styles, personality types, knowledge and 
academic performance having a strong foundation of past research, many of the past studies 
are conducted in Asian and Middle Eastern countries, and focus on university students and 
their academic performance. Whilst the statistically significant interactions found by these 
studies does support the correlations between traits and knowledge, further research is needed 
to develop a clearer understanding of any interaction that may occur within Australia, and in 
a more general, less university based, population. 
Concerning the interaction between personality and an individual’s sexual health 
understanding, little research has been conducted. Whilst some previous research within 
Australia has looked at personality types and sexual health (Baughman, Jonason, Veselka, & 
Vernon, 2014) and intimate relationships (Jonason, Hatfield, & Boler, 2015) research 
concerning the affect certain traits may have on an individual’s understanding of sexual and 
reproductive health has yet to be studied. In conjunction with this, little research has been 
conducted specifically concerning learning styles, personality traits, and sexual health 
understanding, let alone in an Australian setting. 
1.5. The Present Study 
 The present study aims to bring together previous support concerning interactions 
between learning styles, personality traits, and task or academic performance within an 
Australian climate. In addition, taking into account the high rates of STIs and teenage 
pregnancies within the nation, and research suggesting particular groups (such as those who 
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are non-heteronormative) are being disadvantaged in sexual health education classes, the 
present study aims to combine several factors. As a result, the present study aims to find 
correlations between learning styles, personality traits, and sexual health understanding 
within a general Australian sample. 
1.5.1. Index of Learning Styles. In order to accurately study the learning styles of the 
participants, and develop theories concerning how these styles may influence understanding, 
the Index for Learning Styles (Felder & Spurlin, 2005) will be utilised. Felder and Silverman 
(1988) developed the learning style model in relation to engineering students to enable 
teachers and instructors a method to aid in formulating teaching approaches. The model 
consisted of four dimensions, Sensing/Intuitive, Visual/Verbal, Active/Reflective, and 
Sequential/Global. Following this, Felder and Spurlin (2005) developed the Index of 
Learning Styles (ILS) to enable researchers, individuals and teachers to gain a better 
understanding of the four dimensions, and where upon them an individual’s traits lie. Felder 
and Spurlin (2005) describe the development of the scale as a combination of personality 
traits from the Myers-Briggs Type Indicator (Briggs, 1987), and the learning styles model 
developed by Kolb (1984). This connection between personality traits and the ILS forges a 
strong connection within the theoretical framework of education, learning styles, and 
personality developed in other research mentioned previously, and strongly influenced the 
decision to use the ILS in the present study. The forty-four questions that make up the ILS 
provides a strong experimental basis for data collection, and scale validity, whilst ensuring 
participants are able to quickly and succinctly respond to the scale in the present study.  
 1.5.2. HEXACO. The second scale used in the present study is the HEXACO-60 
(HEXACO), the sixty question personality inventory developed by Ashton and Lee (2009). 
The 60-item scale was developed to provide a shorter, but still statistically significant version 
of the 100-item HEXACO-PI-R. Whilst several other personality inventory scales exist with 
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60 or less questions, all are based on the five-factor personality inventories popularised by 
Myers (1987) and built upon by numerous others (John, Donahue & Kentle, 1991; Costa & 
McCrae, 1992; Goldberg, 1999). The HEXACO includes all five factors, Openness to 
Experience, Conscientiousness, Extraversion, Agreeableness, and Emotionality, as well as a 
sixth trait of Honesty-Humility. This trait was deemed important for the present study as 
sincerity, modesty and greed-avoidance, facets that make up the trait of Honesty-Humility, 
may influence a participant’s honesty when self-reporting learning styles, sexual practices 
and confidence in their sexual health knowledge. In addition to this, the scales good internal 
reliability and consistency deemed it an appropriate choice for the present study. 
 1.5.3. Sexual Health Knowledge Scale. In order to reliably test the participants’ 
knowledge of sexual and reproductive health information, a comprehensive, yet succinct 
scale was required. The Sexual Health Knowledge Scale, developed by Weinstein, Walsh and 
Ward (2008) consists of sixty-two questions making up five categories of sexual health, 
Reproductive Health, Contraceptives, Condom Usage, Sexually Transmitted Infections, and 
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome (HIV/AIDs). Each 
category is comprised of between seven and fifteen questions and participants are asked to 
select a response out of three options, ‘true’, ‘false’, or ‘not sure’. ‘Not sure’ responses are 
coded as incorrect in this regard, and aid in ensuring participants did not receive a correct 
score for questions they are unsure about by guessing between ‘true’ or ‘false’. The scale 
developed by Weinstein et al. also asks participants to rate their confidence in their 
knowledge of each category compared to their peers, from 1 (‘not at all knowledgeable’) to 5 
(‘much more knowledgeable’). This scale was selected for the present study as it efficiently 
provides a comprehensive numeric score to rank a participant’s sexual health knowledge 
overall, and within each category. In turn, these scores can then be analysed in conjunction 
with learning styles and personality traits to identify any possible correlations. In addition to 
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this, the questions that ask participants to reflect on their confidence in their sexual health 
knowledge can be analysed in conjunction with a participant’s learning styles and personality 
traits to explore any correlations. 
 1.5.4. Aims. The present study aims to address understandings of sexual and 
reproductive health, learning styles, and personality traits, in a comprehensive framework 
related to young adults within Australia. In addition to this, a focus will be placed on group 
diversity, including differences between men and women, heterosexual and non-
heteronormative participants, individuals who are single, or in a relationship, and those from 
ethnically or culturally diverse backgrounds. These factors will be explored in conjunction 
with an individual’s understanding of their sexual health understanding and experiences 
within an Australian context. 
 1.5.5. Hypothesis. Previous research has found links between sexual health 
understanding when comparing groups (such as gender, and ethnicity), and between learning 
styles, and personality traits. However, as no research has combined all of these factors the 
present study is exploratory in nature and combines the findings of previous research and 
theoretical discourse to develop the following hypotheses:  
(1) Individuals who produce high (above 3.5 out of 5) scores for Conscientiousness, 
Openness to Experience, and Agreeableness will be positively correlated with 
participants’ Sexual Health Knowledge Scores, both overall, and for each of the 
five categories 
(2) Individuals who produce high (above 3.5 out of 5) scores for Emotionality and 
Extraversion will be negatively correlated with participants’ Sexual Health 
Knowledge Scores, both overall, and for each of the five categories 
(3) Significant correlations will be found between each of the four learning style 
dimensions and Sexual Health Knowledge Scores 
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(4) Female participants will score significantly higher on Sexual Health Knowledge 
Scores, both overall, and for each of the five categories 
(5) Heterosexual participants will score significantly higher on Sexual Health 
Knowledge Scores, both overall, and for each of the five categories 
(6) Participants who belong to an ethnic minority will produce significantly lower 
scores on the Sexual Health Knowledge Scores, both overall, and for each of the 
five categories. 
(7) Participants confident in their Sexual Health Knowledge will score significantly 
higher on Sexual Health Knowledge Scores, both overall, and for each of the five 
categories 
(8) Gender, Sexual Orientation, Ethnicity and Relationship status will correlate 
significantly with confidence scores for Sexual Health Knowledge, both overall, 
and for each of the five categories 
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2. Method 
2.1. Research Design 
A quasi-experimental between-subjects design was used to conduct the present study 
(de Vaus, 2014). The first independent variable of Learning Style was measured by the Index 
of Learning Styles (Felder & Spurlin, 2005) on four dimensions; Active/Reflective, 
Sensing/Intuitive, Visual/Verbal, and Sequential/Global. The second independent variable of 
personality type was measured by the HEXACO (Ashton & Lee, 2009) and deployed at the 
following levels; Conscientiousness, Openness to Experience, Honesty-Humility, 
Agreeableness, Emotionality, and Extroversion. The third independent variables are 
demographic factors such as age, gender, sexual orientation, relationship status, and sexual 
health learning experiences in adolescence. The dependent variable of this study was the 
percentage score of Sexual Health Knowledge as measured by the Knowledge of Sexual 
Health scale. This study was approved by the Western Sydney University Human Research 
Ethics Committee (HREC Number – H12514). 
2.2. Participants 
 2.2.1. Participant Statistics. Two hundred and twenty-eight Australian individuals 
make up the sample for this study. Participants were required to have attended at least four 
years of high school in Australia and to be between the ages of 18- and 25-years-old at the 
time of participation. Twenty-eight participants were excluded during analysis as they failed 
to respond to a sufficient number of questions, which was determined to be over 75% as per 
Tabachnick and Fidell (2013). After removal of these participants, 200 were remaining 
(female 80.5%). The average age of participants was M = 21.7 years, with a median of 25, 
and age range from 18 – 25 years. The gender composition of the sample was 80.5% women, 
19% men and 0.5% non-binary. Participants who self-identified as heterosexual made up 
73% of the sample, 20% identified as bisexual, 4.5% as queer (demisexual, or pansexual), 
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and 2.5% homosexual. Ninety-eight (49%) of the participants were in an intimate 
relationship(s) at the time of participation, with the remainder being single. Participants were 
drawn evenly from across States in Australia with 40% from New South Wales, 20% from 
Victoria, 19% from Queensland and the remaining 21% from Southern and Western 
Australia. In relation to the cultural composition of the sample, one hundred and thirty eight 
participants (69%) labelled themselves as Anglo-Australian or Caucasian, five (7%) labelled 
themselves as Asian, eleven (5.5%) were Indigenous Australian or Oceanic Islander, ten (5%) 
were European, six (3%) were Middle Eastern, five (2.5%) were South East Asian, one 
(0.5%) was African, one (0.5%) was Hispanic and fourteen (7%) did not list an ethnicity. In 
addition, 44% of participants completed Year 12 schooling or below, 24% had completed 
TAFE Certificates I-IV, 10% had completed Diplomas, 20% had a Bachelor or Graduate 
Diploma, and the remaining 2% had post graduate degrees. Lastly, the majority (64%) of 
participants responded as non-religious, with 15% Catholic, 14% Christian, 3% Muslim, 1% 
Buddhist, 1% Greek Orthodox, 0.5% Hindu and 1.5% Other (Jewish, Latter Day Saint).  
 2.2.2. Participation Recruitment. Twenty-one participants were recruited through 
online and on-campus advertisements (Appendix A) and were not compensated for their time, 
with the remaining 179 participants recruited via Qualtrics recruitment services and were paid 
for their time ($10 per participant). This ensured that the responses were yielded from across 
Australia, were anonymous and confidential, and that participants conformed to the study 
eligibility criteria in relation both to schooling and age. 
2.3. Materials 
The participants responded to the advertisement displaying the study if they wished to 
participate. Participants were then provided with an anonymous link to the survey to 
complete. For those recruited via Qualtrics, they used their login information to access 
Qualtrics online, from any location with Internet available, before proceeding with the study.  
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2.3.1. Demographics. The survey began with nine demographic questions asking 
participants about their age, gender identity, sexual orientation, and schooling. A combination 
of open-ended and multiple-choice questions was used depending on the question type. 
Mandatory screening questions about participants’ age, location (state) and years of 
attendance at an Australian high school were implemented to ensure participants meet all 
eligibility requirements before proceeding further with the study. See Appendix B for a 
complete view of the demographic questions used. 
2.3.2. Index of Learning Scale. The Index of Learning Scale (ILS)(Felder & Spurlin, 
2005) is a combination of forty-four questions in which the participant selects one of two 
options that best describes their personal experiences and traits in the given scenario. The ILS 
is made up of forty-four questions that are split into four equally sized categories which each 
corresponds to one side of each dimension (e.g. either sensing, or intuitive depending on their 
score out of the 11 for the related questions). Felder and Solomon (2002) define the four 
dimensions as follows: 
• Questions for the Active/Reflective dimension focus on how individuals best 
learning concepts (e.g. “I understand something better after I a) try it out, or b) 
think it through).  
• For the Sensing/Intuitive dimension questions ask participants to reflect on their 
preferences for abstract concepts (e.g. “I prefer the idea of a) certainty, or b) 
theory”).  
• The dimension of Visual/Verbal focuses on how individuals best learn concepts 
(e.g. “I like teachers a) who put a lot of diagrams on the board, or b) who spend a 
lot of time explaining”).  
• Lastly, for the Sequential/Global dimension, questions enquire into how 
individuals better gain understanding of theories (e.g. “I tend to a) understand 
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details of a subject but may be fuzzy about its overall structure, or b) understand 
the overall structure but may be fuzzy about details). 
The complete ILS questionnaire can be found at Appendix C. The ILS (Felder & Solomon, 
2002) was chosen for multiple reasons. Firstly, the ILS’ succinct nature ensured a faster, less 
tiring, experience for participants who are required to respond to two other scales within the 
present study. Secondly, the ILS has good internal consistency (α ≥ .61 as reported by 
Livesay, Dee, Nauman and Hites (2002)).  Interscale correlational tests show no 
multicollinearity between all dimensions, excluding a moderate interaction between 
sequential/global and sensing/intuitive (Felder & Spurlin, 2005). Felder and Solomon (2002) 
explain that this correlation was to be expected between sequential/global and 
sensing/intuitive due to their similarity conceptually and is supported by the theoretical 
foundation of the scale. In addition, the test-retest correlation coefficients range from 0.5 to 
0.9 for intervals of four weeks, to eight months. With all correlations being significant at the 
0.05 level or better (Felder & Spurlin, 2005). Lastly, the ILS provided the present study with 
a well-rounded, and well-established, way to measure participant’s learning styles that would 
not over complicate an already variable heavy study. 
2.3.3. The HEXACO; A 60 Item Scale. Participants were then asked to answer the 
sixty questions relating to their personality on a scale from 1 (strongly disagree) to 5 
(strongly agree) that make up the shortened and revised version of the HEXACO-PI (Ashton 
& Lee, 2009). Out of the sixty questions, twenty-nine are reverse coded to ensure participant 
outliers are counterbalanced and more easily apparent. Out of these sixty questions, twenty 
four personality variables can be calculated (e.g. Sincerity, Anxiety, Altruism, etc.) and then 
combined to develop six core personality factors: Honesty-Humility; Emotionality; 
Extraversion; Openness to Experience; Conscientiousness; and Agreeableness. Ashton & Lee 
(2009) define the six personality traits that much up the scale as follows:  
AUSTRALIAN SEXUAL HEALTH   45 
• The personality trait of Honesty-Humility aims to identify whether or not 
participants are more likely to manipulate others for personal gain, or have interest 
in material wealth (e.g. “Having a lot of money is not especially important to me”).  
• For Emotionality, the scale questions an individual’s fears, anxieties and need for 
emotional support from others (e.g. “When I suffer from a painful experience, I 
need someone to make me feel comfortable”).  
• The personality trait of Extraversion identifies an individual’s confidence and 
desire for social attention (e.g. “In social situations, I’m usually the one who makes 
the first move”).  
• Agreeableness aims to identify how individuals handle forgiveness, judgement and 
critiques of others (e.g. “My attitude toward people who have treated me badly is 
‘forgive and forget’”).  
• The trait of Conscientiousness is measured by an individual’s tendencies to remain 
organised and strive for goals (e.g. “I plan ahead and organise things to avoid 
scrambling at the last minute”).  
• Openness to Experience aims to identify individuals who are inquisitive, 
imaginative and enjoy the beauty of art and nature (e.g. “I would enjoy creating a 
work of art, such as a novel, a song, or a painting”). 
The entirety of the 60-item scale can be found at Appendix D. The 60-item scale was chosen 
over the 100- and 200-item scales to minimise participant fatigue as much as possible, and 
because the shortened scale provides similar levels of reliability and validity in comparison 
(Ashton & Lee, 2009). In addition, as the present study does not focus on the individual 
personality facets which can be measured by the longer scales (such as Altruism, a 
combination of three of the six measured personality traits); speed was prioritised in this 
instance.  The shortened version was also selected as it displays good internal consistency (α 
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≥ .77 within a tertiary education setting, and α ≥ .73 within a general population sample). No 
multicollinearity was found between any of the 6 factors (r ≤ .29 on all levels) (Ashton & 
Lee, 2009).  
In comparison to other personality inventory scales, the HEXACO-60 is able to 
actively predict all levels of the Big Five personality traits popularised by scales such as the 
Myers-Briggs Type Indicator (Myers, 1987), and the NEO PI-R (Costa & McCrae, 1992) - as 
demonstrated by a critical evaluation conducted by Lee and Ashton (2013).The HEXACO-60 
also measures the factor of Honesty-Humility, a trait considered important to the present 
study, most prominently in regard to the participants’ self-reported estimation of their sexual 
health knowledge and tendencies to break rules. These personality traits are considered to be 
important to the present study as Hypothesis Seven focuses on an individual’s honesty when 
self-reporting their knowledge, and because a tendency to disregard rules for pleasure may 
lead to individuals discounting the importance of safe sexual activity, and thus, a possible 
lack knowledge on the topic. 
2.3.4. Sexual Health Knowledge Scale. Finally, participants were asked to complete 
the sixty-four questions that make up the Sexual Health Knowledge Scale. The scale is 
comprised of five categories of sexual health knowledge: reproductive health; contraception; 
condom use; sexually transmitted infections; and Human Immunodeficiency Virus/Acquired 
Immunodeficiency Syndrome (HIV/AIDS). The sixty-four questions are separated into five 
categories, and participants are asked to select between ‘true’, ‘false,’ and ‘not sure’ with ‘not 
sure’ responses being treated as incorrect scores. The categories are as follows: 
• The category of Reproductive Health contains eleven questions and tests an 
individual’s knowledge of reproductive organs, and their functions (e.g. 
“Fertilisation of the egg by the sperm (conception) occurs in the woman’s uterus”).  
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• For Contraceptives, seven questions test the participants understanding of various 
forms of medication and their interaction with the reproductive system and fertility 
(e.g. “After unprotected sex, more than 98% of women will not get pregnant if the 
emergency contraceptive pill is taken in the first 72 hours”). 
• Nine questions make up the third category of Condom Usage, in which participants 
are asked about reproductive prophylactics, and their effectiveness in certain 
situations (e.g. “Even when used carefully, the failure rate of condoms (resulting in 
unwanted pregnancy) is 5-10%). 
• For the category of Sexually Transmitted Infections, twelve questions test the 
participant’s knowledge of symptoms, prevention, and perceptions of common 
sexually transmitted infections (e.g. “If your symptoms go away you probably 
don’t have a sexually transmitted infection”). 
• The last category, HIV/AIDS contains fifteen questions concerning transmission 
and symptoms of the virus and syndrome (e.g. “You can tell if someone is infected 
with HIV because they look sick"). 
 Participants were also asked to estimate their sexual health knowledge compared with 
their peers on a scale from 0 to 4 (with 0 = not at all knowledgeable and 4 = much more 
knowledgeable). These introspective questions were completed at the end of each of the five 
categories, as well as at the beginning of the survey for overall sexual health knowledge (i.e. 
following the questions pertaining to reproductive health participants were asked “How 
confident are you in your knowledge of reproductive health?”). Participants’ scores were then 
tallied and converted to percentages for each category, and also combined to produce an 
overall Sexual Health Knowledge score. Following this, participants were asked four open 
and closed ended questions about their sexual health education at school between the ages of 
12-18, such as: “Were you satisfied with the sexual and reproductive health information you 
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received during school?”; “During high school did you receive sexual and reproductive health 
education?”; “Did you have access to sexual and reproductive health information from ages 
12-18”; and “Is there anything you would like to share about your sexual and reproductive 
health education”. A complete set of the questions making up the Sexual Health Knowledge 
Scale can be found at Appendix E. 
2.4. Procedure 
 Participants were made aware of the study via recruitment advertising on Facebook, 
or via Qualtrics’ participant recruitment services, both of which provided a link to the survey. 
Both options allowed for total anonymity and confidentiality for the participants – an 
important issue in the light of the sensitive subject matter of the present study. Upon opening 
the survey, participants were informed of their ethical rights to anonymity, confidentiality, 
and withdrawal without penalty or prejudice from the study at any time. Counselling services 
were also recommended for any participant who may have experienced any emotional 
distress as a result of their survey participation. The online nature of the survey allowed 
participants to access it from any Internet enabled device, and participants were asked to 
confirm whether or not they were eligible to participate before any further data was collected.
 The survey was split into seven sections; consent and information form, eligibility 
requirements, demographics, Index of Learning Styles, HEXACO, Sexual Health Knowledge 
scale, which included an open-ended question, and debriefing. Upon completion of the study 
the participants were thanked, again referred to counselling services and, for those recruited 
via Qualtrics, anonymously paid for their participation. The data was then compiled by 
Qualtrics, with each participant being assigned a random identification number, and the data 
was then presented as an XLS file for data analysis.  
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2.5. Data Analysis 
 2.5.1. Preliminary Data Cleaning. The raw data was screened for any missing 
responses or errors, free response data was coded where possible (e.g. religious beliefs), 
twenty-nine of the HEXACO responses were reverse coded as necessary. Twenty-eight 
participants were excluded as they had failed to respond to more than 75% of the survey 
questions, and no univariate outliers were found for any of the variables, using Hills’ (2011) 
method of determining outliers (i.e. z-score >/< 3.29). All assumptions of normality were 
met, skewness and kurtosis were both checked, however nothing significant was found. 
2.5.2. Data Coding and Scale Scoring. Firstly, frequency data for each of the 
demographics questions was collated, coded numerically and labelled. Secondly, the data 
collected for the Index of Learning Styles was coded and each participant was deemed as 
either sensing or intuitive, global or sequential, verbal or visual, and active or reflective (i.e. a 
participant could prefer the dimensions of Sensing, Global, Verbal and Active learning). 
Thirdly, each participant was assigned a level from 1 to 5 for each personality trait of the 
HEXACO; Honesty-Humility, Openness to Experience, Extraversion, Agreeableness, 
Conscientiousness, and Emotionality (i.e. a score of 1 out of 5 would indicate a lower than 
average level of Extraversion for that individual). Participant responses for each of the five 
categories of the Sexual Health Knowledge Scale were then tallied, and turned into five 
percentages, plus one overall Sexual Health Knowledge percentage for each participant; these 
scores were then used for all future analysis. Each of the six questions asking participants to 
rate their Sexual Health Knowledge compared with their peers was assigned a value from 0 to 
4 (i.e., a score of 3 would indicate a participant believes they are ‘a little more 
knowledgeable’ than their peers). This enabled t-tests comparing a participant’s estimated 
knowledge with their actual knowledge of each of the five categories to be conducted. 
Frequency analysis was conducted for the questions inquiring into the participants’ sexual 
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health education during adolescence. Participant averages for each trait of the Index of 
Learning Style and HEXACO scales were calculated (i.e., 81% of participants are higher on 
Visual learning styles than Verbal learning styles), as well as average scores for all five 
categories of the Sexual Health Knowledge Scale and the overall Sexual Health Knowledge 
score. After all data coding and scoring was completed each participant could be assigned the 
following: six percentage scores for the five categories of the Sexual Health Knowledge 
scale, plus one overall score; six personality traits (i.e. high on Emotionality, 
Conscientiousness, Honesty-Humility and Agreeableness but low on Openness to 
Experience, and Extraversion); four dimension preferences for the Index of Learning Styles 
(i.e., high on Visual, Global, Sensing, and Reflective learning styles); and multiple 
demographic descriptives (i.e. a single bisexual female of Caucasian descent). Lastly, one-
way Analysis of Variances were conducting between all independent variables, such as 
gender, sexual orientation, the Index of Learning Styles dimensions, and the six personality 
traits, and the dependent variables, the scores from the Sexual Health Knowledge Scale. 
2.5.3. Bivariate Correlations. Once the initial data analysis was completed, bivariate 
correlations were run for multiple combinations of the independent, and dependent variables. 
Bivariate correlational tests were conducted between participants’ overall Sexual Health 
Knowledge score and all six-personality traits of the HEXACO scale, the four dimensions of 
the Index of Learning Styles, select demographic categories (gender, sexual orientation) and 
their satisfaction with their sexual health education in adolescence. As a result of the initial 
bivariate correlations, further tests were conducted for variables that produced significant 
results. Therefore, a test was run to find any correlation between the five categories of the 
Sexual Health Knowledge scale and the Visual/Verbal dimension of the Index of Learning 
Scale, the traits of Agreeableness, and Emotionality from the HEXACO, as well as the 
demographic categories of sexual orientation, gender, and relationship status, with several 
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significant results being found. A bivariate correlational test was then run between a 
participant’s self-reported confidence concerning each five categories of the Sexual Health 
Knowledge scale and their actual score. Correlations between confidence scores and the 
demographics of gender, sexual orientation, ethnicity and relationship status were also 
conducted.  
2.5.4. Bivariate regression. As there were several statistically significant correlations 
between the overall Sexual Health Knowledge score and multiple independent variables, such 
as gender, several linear regression analyses were conducted. This analysis determined that a 
participant’s overall score could be statistically predicted by their gender, sexual orientation, 
relationship status, preference for visual or verbal learning, level of Agreeableness, and 
satisfaction with their sexual education in school. 
2.5.5 Thematic Analysis. All of the responses to the open-ended question “Is there 
anything you would like to share with us about your sexual and reproductive health 
education?” were cleaned and collated. Blank responses, and variations of “no” (e.g. “nope”, 
“nothing”) were deleted, leaving fifty-three responses (26.5% of the total study sample). 
After the data was cleaned the method for thematic analysis as described by Braun and 
Clarke (2006) was followed. Firstly, in order to become familiar with the data, the data was 
read in an active way to search for patterns and meanings. At this stage, preliminary notes 
were made, with generalised overall themes noted, such as whether or not the participant’s 
response indicated a negative or positive experience of their sexual health education. 
Secondly, all responses were coded for initial key concepts. This included attaching labels to 
patterned and meaningful data such as: “dissatisfaction”; “limited education”; “lacking 
information”; “focus on the basics”; “heteronormativity”; “religion”; “adequate”; and 
“satisfied”. Thirdly, in searching for themes within and across the initial codes, concepts were 
then collapsed where applicable, collated and the data was re-categorised to aid in further 
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analysis. Initial codes that shared key concepts were refined into several sub-themes to ensure 
all themes were represented. For example, codes such as “dissatisfaction”, “limited 
education”; “lacking information”; “focus on the basics” were collapsed and collated to form 
the broader theme “Dissatisfaction with a limited sexual education”. The codes and sub-
themes were then reviewed and refined and data was organised into an over-arching theme, 
which encompassed the overall story of the open-ended data set.  
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3. Results 
3.1. Descriptive Statistics 
3.1.1. Sexual Health Knowledge Scale. Eighty five percent of the two-hundred 
participants reported receiving ‘very minimal’ or ‘some’ sexual health education during their 
adolescence, six percent reporting receiving ‘no’ sexual and reproductive health education at 
all, and only nine percent reporting they received ‘a lot’ of sexual health education. In 
addition, 17% of participants reported having ‘no access’ to sexual and reproductive health 
information from the ages of 12- to 18-years old. The majority of participants (55%) were 
‘not satisfied’ with their sexual and reproductive health education in high school. Lastly, the 
majority of participants (44%) reported that ‘teachers’ were their primary source of sexual 
health information, whilst 15% reported that the ‘internet’ was their primary information 
source, 14% reported a combination of multiple (i.e. both ‘internet’ and ‘teachers’) being the 
highest reported, 7% identified ‘parents’ as their primary source of information and 1% 
reported that ‘friends’ were their primary source of sexual health information.  
Overall, participants did not produce high average scores for the Sexual Health 
Knowledge scale, with the average overall score being 54%, with scores ranging from 0% to 
90.7%.  Due to this low overall average, the participants were ranked from highest percentage 
score (90.8%) to lowest (0.0%), with those in the 75th percentile achieving 68.5%, those in 
the 50th percentile achieving 57.9%, and those within the 25th percentile achieving 43.6%.  
Knowledge of condom usage reported the highest average percentage (61%) of the five 
categories of the scale, followed by HIV/AIDS (56%), Sexually Transmitted Infections 
(55%), Contraceptives (54%) and Reproductive Health (47%). Significant correlations were 
found between the confidence participants had in their knowledge of each category, and their 
actual score (p > 0.00 for each category and overall score). Table One displays the average 
confidence scores, average actual scores, and r-values for the Sexual Health Knowledge 
AUSTRALIAN SEXUAL HEALTH   54 
scale. Table Two displays the correlations between demographic categories and categories of 
the Sexual Health Knowledge Scale. 
Table One. 
Sexual Health Knowledge Scale Averages and Estimation Correlations 
 Participant 
Estimations 
(%) 
Participant Scores 
(%) 
Pearson’s 
Correlation (r) 
Reproductive Health 49 47 0.439* 
Contraceptives 47 54 0.471* 
Condom Usage 47 61 0.370* 
Sexually Transmitted     
Infections 
44 55 0.486* 
HIV/AIDS 30 56 0.537* 
Overall Score 56 54 0.391* 
Note. p < .01* N = 200 
Table Two. 
Demographic and Sexual Health Knowledge Scale Confidence Correlations 
 Gender 
(r) 
Sexual 
Orientation (r) 
Relationship 
Status (r) 
Ethnicity 
(r) 
Reproductive 
Health 
-0.05 0.209** 0.151* -0.126 
Contraceptives -0.211** 0.192** 0.247** -0.139 
Condom Usage 0.034 0.188** 0.127 -0.033 
STIs  -0.64 0.133 0.132 -0.093 
HIV/AIDS 0.053 0.188** 0.049 -0.092 
Overall Score -0.033 0.180* 0.141* -0.023 
Note. p < .05*, p < .01** N = 200 
3.1.2. Index of Learning Styles. Concerning the dimensions of the Index of Learning 
Styles scale, results from the present study produced similar averages to the scores of the 
multiple studies collated in Felder and Spurlin (2005). Fifty eight percent of participants 
scored higher on active learning compared to reflective learning, sixty eight percent were 
higher on sensing rather than intuitive learning, eighty one percent were higher on visual 
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learning compared to verbal learning and sixty six percent preferred sequential learning to 
global learning.  
Internal consistency for the Index of Learning Styles scale reported satisfactory 
coefficient levels for Sensing/Intuitive (α = 0.73), and Visual/Verbal (α = 0.66), acceptable 
coefficient levels for Active/Reflective (α = 0.56), and insufficient coefficients for 
Sequential/Global (α = 0.30) when categorising Cronbach’s alpha coefficients using Taber's 
(2016) guidelines. Whilst these levels are considered low to moderate in most cases, when 
compared to the average coefficients reported in a meta-analysis conducted by Felder and 
Spurlin (2005), all levels can be considered acceptable with the exception of 
Sequential/Global. These comparisons between the present study and the scores found by 
Felder and Spurlin (2005) are displayed in Table Three. However, as a statically significant 
correlation between Sequential/Global and Sensing/Intuitive dimensions exists, the 
insufficient Cronbach’s alpha score was not removed. In addition, a significant correlation 
was found between the Active/Reflective dimension and the Visual/Verbal dimension, 
statistics that are supported by previous critical evaluations of the scale (Felder & Spurlin, 
2005). 
Table Three. 
Index of Learning Styles Descriptive and Internal Consistency Statistics 
 Present Study Felder & Spurlin (2005) 
 M (SD) α α 
Active/Reflective 0.43 (0.50) 0.56 0.57 
Sensing/Intuitive 0.33 (0.47) 0.73 0.70 
Visual/Verbal 0.19 (0.39) 0.66 0.62 
Sequential/Global 0.34 (0.48) 0.30 0.51 
Note. N = 200 
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Correlations between items of each of the four dimensions are displayed in Table 
Four. Significant values were found between Active/Reflective and Visual/Verbal, and 
Sensing/Intuitive and Sequential/Global, as previous research (Felder & Spurlin, 2005) 
suggests. 
Table Four. 
Index of Learning Styles Inter-Item Correlations 
 Pearson’s Correlation (r) 
A/R S/I V/V S/G 
Active/Reflective (A/R) -    
Sensing/Intuitive (S/I) 0.030 -   
Visual/Verbal (V/V) 0.216* 0.027 -  
Sequential/Global (S/G) 0.023 0.313* 0.066 - 
Note. p < .01*. N = 200 
3.1.3. HEXACO Scale. For the HEXACO scale, each participant received a score out 
of 5 for each of the 60 items; these scores were then collated to produce six scores out of 5; 
one for each personality trait. These averages aligned with the acceptable ranges reported by 
Ashton and Lee (2009) for a community sample, with Honesty-Humility reported M = 3.30 
(SD = .66), Emotionality reported M = 3.54 (SD = .61), Extraversion reported M = 2.92 (SD = 
.67), Agreeableness reported M = 3.03 (SD = .64), Conscientiousness reported M = 3.34 (SD 
= .54), and Openness to Experience reported M = 3.30 (SD = .66). These average scores and 
the corresponding internal consistencies are displayed in Table Five. Inter-item correlation 
for each personality trait produced acceptable results in most cases, with no relationship 
found for the majority of the traits, and with three correlations being significant at the p < 
0.05 level, and five being significant at the p < 0.01 level. However, these relationships are 
minimal in nature, and significantly lower than the correlations produced when using the 100-
item HEXACO scale (Ashton & Lee, 2009). Inter-item correlations are presented in Table 
Six.  
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Table Five. 
HEXACO-60 Personality Inventory Descriptive and Internal Consistency  
 M (SD) α 
Honesty-Humility 3.30 (0.66) 0.76 
Emotionality 3.54 (0.61) 0.74 
Extraversion  2.92 (0.67) 0.79 
Agreeableness  3.03 (0.64) 0.78 
Conscientiousness 3.34 (0.54) 0.68 
Openness to Experience 3.30 (0.66) 0.77 
Note. N = 200 
Table Six. 
HEXACO-60 Personality Inventory Inter-Item Correlations 
 Pearson’s Correlation (r) 
 H E X A C O 
Honesty-Humility (H) -      
Emotionality (E) 0.004 -     
Extraversion (X) 0.146* -0.362** -    
Agreeableness (A) 0.370** -0.140* 0.251** -   
Conscientiousness (C) 0.287** 0.098 0.050 0.084 -  
Openness to    Experience (O) 0.119 -0.086 0.213** 0.153* 0.022 - 
Note. p < .05*, p < .01** N = 200 
3.2. Correlational Analysis 
 3.2.1. Overall Sexual Health Knowledge Score. Firstly, correlations between 
participants’ overall Sexual Health Knowledge Score and each four dimensions of the Index 
of Learning Styles, the six HEXACO Personality Inventory traits, and a selection of 
demographic and sexual education questions were run. Several statistically significant results 
were found and are displayed in Table Seven. Little statistically significant correlation was 
found between three of the four learning styles with only Visual/Verbal being significant (p = 
0.000, r = 0.24). Similarly, five of the six personality traits were not significant - with 
Agreeableness being the only trait that correlated to participants’ overall Sexual Health 
Knowledge (p = 0.004, r = -0.203). Unexpectedly, individuals who were not satisfied with 
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their sexual health education in adolescence produced significantly higher overall Sexual 
Health Knowledge scores (p = 0.018, r = -0.17). As expected, gender, sexual orientation and 
relationship status all correlated with overall Sexual Health Knowledge scores, whilst 
ethnicity negatively correlated with overall scores (p = 0.000, r = -0.259), meaning ethnic 
minorities performed better overall.  
Table Seven. 
Overall Sexual Health Knowledge Score Correlations 
 Pearson’s Correlation (r) Correlation Significance 
Honesty-Humility -0.036 0.612 
Emotionality 0.131 0.066 
Extraversion  -0.095 0.182 
Agreeableness  -0.203** 0.004 
Conscientiousness 0.123 0.085 
Openness to Experience 0.095 0.184 
Active/Reflective 0.092 0.199 
Sensing/Intuitive 0.025 0.727 
Visual/Verbal 0.235** 0.001 
Sequential/Global 0.068 0.340 
Age 0.035 0.623 
Gender -0.305** 0.000 
Sexual Orientation 0.192** 0.007 
Relationship Status 0.226** 0.001 
Ethnicity -0.259** 0.000 
Received Sexual Education 0.034 0.639 
Access to Sexual Education 0.160* 0.024 
Satisfied with Sexual Education -0.167* 0.018 
Note. p < .05*, p < .01** N = 200 
One-Way Analysis of Variances (ANOVAs) using α = .05 were performed and found 
that age and sexual orientation was not significant. However, test assumptions of normality 
and homogeneity of variance were satisfactory, and statistically significant results were found 
for gender F(2, 195) = 10.911, p = 0.000, ŋ2 = 0.101, relationship status F(1, 196) = 10.573, p 
= 0.001, ŋ2 = 0.051, and ethnicity F(8, 189) = 2.877, p = 0.005, ŋ2 = 0.109. 
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3.2.2. Further Correlational Analysis for Learning Styles and Personality Traits. 
In addition to correlational analysis being conducted for participants’ overall Sexual Health 
Knowledge Score, analysis was performed on each of the five categories of the Sexual Health 
Knowledge Scale to determine any significant correlations with learning styles or personality 
traits, and to provide a deeper understanding of each trait’s contribution to sexual health 
knowledge. As a result, bivariate correlational analysis was performed between each 
personality trait and learning style dimension, and participant scores for the five categories 
that make up the Sexual Health Knowledge Scale. This analysis produced statistically 
significantly results for the Visual/Verbal dimension and all five subcategories of the Sexual 
Health Knowledge Scale. Similarly, the personality trait of Emotionality produced 
statistically significant correlations with the subcategories of Contraceptives and Condom 
Usage. Lastly, statistically significant correlations were found between Agreeableness and 
Reproductive Health, Contraceptives, Condom Usage, Sexually Transmitted Infections and 
HIV/AIDS. The results of these correlations are displayed in Table Eight, all other 
personality traits and learning styles produced no statistically significant results with the 
subcategories.  
Table Eight. 
Sexual Health Knowledge Correlations for Personality Traits and Learning Styles 
 Pearson’s Correlation (r) 
 Visual/Verbal Emotionality Agreeableness 
Reproductive Health 0.144* 0.074 -0.169* 
Contraceptives 0.160* 0.171* -0.208** 
Condom Usage 0.244* 0.146* -0.139 
Sexually Transmitted Infections 0.230** 0.104 -0.140* 
HIV/AIDS 0.216** 0.067 -0.162* 
Note. p < .05*, p < .01** N = 200 
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3.2.3. Further Correlational Analysis for Demographic Categories. The 
participant demographic categories of sexual orientation, gender identity, and relationship 
status also correlated to some (or all) of the five subsections of the Sexual Health Knowledge 
Scale. Participants who defined their sexual orientation as non-heteronormative produced 
significantly higher Sexual Health Knowledge scores for both overall scores (p = 0.007, r = 
0.192), and higher scores for the subcategories of condom usage (p = 0.030 r = 0.153), 
sexually transmitted infections (p = 0.040, r = 0.146), and HIV/AIDS (p = 0.017, r = 0.170). 
Female participants also scored higher overall (p = 0.000, r = -0.305) as well as scoring 
higher for Reproductive Health (p = 0.025, r = -0.158), Contraception (p =0.000, r = -0.383), 
Condom Usage (p =0.000, r = -0.275), Sexually Transmitted Infections (p =0.000, r = -
0.243), and HIV/AIDS (p =0.000, r = -0.210), to a statistically significant degree. Similarly, 
participants who identified as ‘In a Relationship(s)’ scored significantly higher overall (p 
=0.001, r = 0.226), and higher for the subcategories of Reproductive Health (p =0.009, r = 
0.184), Contraceptives (p =0.001, r = 0.236), Condom Usage (p =0.001, r = 0.237), and 
Sexually Transmitted Infections (p =0.006, r = 0.196). Participants who self-identified as 
Anglo-Australian or Caucasian scored significantly higher than ethnic minorities higher 
overall (p = 0.000, r = -0.259) and for Reproductive Health (p = 0.004, r = -0.203), 
Contraception (p =0.003, r = -0.207), Condom Usage (p =0.046, r = -0.141), Sexually 
Transmitted Infections (p =0.001, r = -0.234), and HIV/AIDS (p =0.001, r = -0.231). 
Correlations for each of these categories can be seen in Table Nine. 
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Table Nine. 
Sexual Health Knowledge Correlations for Demographic Categories 
  Pearson’s Correlation (r) 
 Ethnicity Sexual 
Orientation 
Gender Relationship 
Status 
Overall -0.259** 0.192** -0.305** 0.226** 
Reproductive Health -0.203** 0.164* -0.158* 0.184** 
Contraceptives -0.207** 0.116 -0.383** 0.226** 
Condom Usage -0.141* 0.153* -0.275** 0.237** 
STIs -0.234 0.146* -0.243** 0.196** 
HIV/AIDS -0.231 0.170* -0.210** 0.114 
Note. p < .05*, p < .01** N = 200 
3.3. Bivariate Regression and Predictors 
 3.3.1. Sexual Health Knowledge Score Predictors. As several factors produced 
statistically significant correlation for the overall sexual health knowledge score, bivariate 
regression analysis was performed to determine if multiple independent variables could 
predict a participant’s overall score. Bivariate regression analysis was conducted between 
overall Sexual Health Knowledge Score and gender, sexual orientation, relationship status, 
sexual education satisfaction, the Visual/Verbal dimension of the Index of Learning Styles, 
and the Agreeableness personality trait from the HEXACO. In all instances levels of each 
independent variable were able to accurately predict overall Sexual Health Knowledge 
scores. Gender negatively predicted a participant’s overall score (F(1,196) = 20.120, p = 
.000) with an R2 of 0.093. Sexual Orientation was also a predictor of overall score (F(1,196) 
= 7.526, p = .007) with an R2 of 0.037. Relationship status was also found to significantly 
predict overall score (F(1,196) = 10.573, p = .001) with an R2 of 0.051. A participant’s 
satisfaction of their sexual education during adolescents also negatively predicted overall 
sexual health knowledge (F(1,196) = 5.645, p = .018) with an R2 of 0.028. Whether a 
participant was a visual or verbal learner also predicted their overall score (F(1,196) = 
11.502, p = .001) with an R2 of 0.055. Lastly, the level of a participant’s Agreeableness also 
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predicted their overall score (F(1,196) = 8.397, p = .004) with an R2 of 0.041. Predicted 
scores were calculated by the regression equation (Ŷ = a + bX) in which a = the constant, b = 
unstandardized B and X = the value of the variable (i.e. Ŷ = a + bX for a female would be Ŷ 
= 57.301 + (-13.964 x 0) and Ŷ = 57.301 + (-13.964 x 1) for a male). Predicted Scores and 
Mean scores for selected independent variables are displayed in Table Ten. 
Table Ten. 
Bivariate Regression Predictions of Overall Sexual Health Knowledge Score 
 Predicted Score (%) Mean Score (%) 
Gender   
     Female 57.301 57.163 
     Male 43.337 44.493 
Sexual Orientation   
     Straight 52.334 52.289 
     Homosexual 56.126 56.667 
     Bisexual 59.918 60.278 
     Other 63.71 62.551 
Relationship Status   
     Single 50.151 50.151 
     In a Relationship(s) 58.722 58.722 
Sexual Education   
     Not Satisfied 57.373 57.373 
     Satisfied 51.008 51.008 
Learning Style   
     Visual 52.378 52.378 
     Verbal 63.941 63.940 
Agreeableness   
     Less Agreeablea 60.613 62.409 
     More Agreeableb 42.709 56.173 
Note. a Less agreeable equal to an average score of 1 b More agreeable equal to an average 
score of 4. 
3.4. Thematic Analysis of Open Ended Question 
 3.4.1. Primary Themes. All open-ended responses to the question “Is there anything 
you would like to share with us about your sexual and reproductive health education?” were 
collated and analysed using the methods presented by Braun and Clarke (2006). The analysis 
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revealed that the over-arching theme reported by participants was one of “Dissatisfaction 
with sexual and reproductive health education in secondary school”. Within this overarching 
theme, there were several sub-themes, including: “religious discourse hinders in-depth sexual 
health education”; “assumptions of heteronormative and cisgender identity limits sexual 
health education”; as well as “insufficient attention on specific sexual health topics”. (See 
Appendix F for all open-ended responses) 
Overall, participants reported receiving no, or at best, minimal information and education 
about sexual and reproductive health. Looking firstly at the sub-theme: “Religious discourse 
hinders in-depth sexual health education”; many participants positioned religious beliefs as 
preventing in-depth education about sexual health.  Indeed, many of these participants stated 
that their dissatisfaction with their lack of sexual health education was a direct result of their 
attendance of Catholic or Christian secondary schools. With one participant stating: 
“Because I went to a Catholic school it was very limited. I learnt near to nothing 
about sexual health. Majority of it was learnt off the internet.” (Female, 19, Bisexual, 
New South Wales) 
Several participants also commented on receiving an “abstinence only” education which is 
dominant at religious based schools, with many believing more detailed education was 
needed for them to better understand their sexual and reproductive health. Another participant 
states: 
“I went to 3 different schools. Public and Catholic and we learnt nothing. All of my 
friends that I have spoken to also learnt nothing. This is outrageous. How can we 
protect ourselves and others if not everybody is taught? It needs to be made 
compulsory to be taught in schools, regardless of objections from parents. Their kids 
will end up having sex one day and they need to know how to protect themselves.” 
(Female, 18, Questioning, Queensland) 
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Looking at the sub-theme: “Assumptions of heteronormative and cisgender identity limits 
sexual health education”; many participants reported being taught about only a few limited 
topics, such as pregnancy prevention, and sex within the context only of heteronormative 
sexual relationships. One participant commented on the complete lack of LGBT+ education: 
“Nothing was taught regarding sexual health for LGBT+ people.” (Female, 20, Queer, 
New South Wales) 
With twenty seven percent of the present study’s sample being made up of gay, lesbian, 
bisexual, or queer individuals, several of the open-ended responses commented on the lack of 
inclusivity during their education. Participants commented that safe sex between same 
gendered couples was not included in their education, and that it needed to be explored 
alongside heteronormative relations. This lack of diversity becomes more pertinent when 
heterosexual identifying participants were also highlighting the shortfalls. 
“I wish we taught more about sex like sex isn’t just penetrative sex between a 
heterosexual cisgendered couple.” (Female, 18, Heterosexual, New South Wales) 
Finally, within the sub-theme: “Insufficient attention on specific sexual health topics”; 
Several participants commented on the inadequacy of their education, stating that if they were 
taught about contraceptives, they learnt about only one or two methods of contraception, and 
that topics such as sexually transmitted infections were taught “quickly”, or “avoided” by 
their teachers. One participant highlights this by stating: 
“My teacher said our class was too immature. The only thing I remember learning 
was about the pill and how men get erections. After that the teacher refused to show 
us anymore [sic] things.” (Female, 22, Heterosexual, Queensland) 
With another following a similar sentiment: 
“It was inadequate, we received no information regarding any other sexual 
orientations and how to stay healthy and safe. It was fairly abstinence based which 
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was not appropriate for a bunch of horny 16-17 year olds.” (Female, 23, Queer, South 
Australia) 
Indeed, many participants commented on the lack of in-depth information provided about 
numerous other sexual health issues, including: pregnancy risks; the practicalities of sexual 
intercourse for heterosexual and homosexual couples; masturbation; and pornography. One 
participant states: 
“I think schools need to treat sex-ed more seriously. In public school, we just watched 
very out-dated videos about sex-ed and had to fill in some work sheets. We mostly 
learnt anatomy – and not specifics about diseases and such.” (Female, 24, Bisexual, 
New South Wales) 
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4. Discussion 
4.1. Hypothesis Discussion 
 4.1.1. Hypothesis One. The first hypothesis of the present study pertained to the 
positive correlation between Conscientiousness, Openness to Experience, and Agreeableness 
with Sexual Health Knowledge Scores overall, and for each of the five categories. In this 
instance, the null hypothesis was accepted, and none of the three personality traits predicted 
to correlate with performance did so. Both Conscientiousness and Openness to Experience 
did not correlate with Sexual Health Knowledge scores, and Agreeableness was negatively 
correlated with scores in a significant manner. Those lower on Agreeableness scored 
significantly higher both overall, and for the scale categories of Reproductive Health, 
Contraceptives, STIs, and HIV/AIDS. These findings were not supported by any previous 
literature, with past research suggesting that those higher on Agreeableness, 
Conscientiousness, and Openness to Experience would produce higher knowledge scores.  
Possible reasons for this discrepancy could include differences in the samples, with 
previous research conducted almost exclusively with tertiary students, and the present study’s 
sample consisting of 44% non-tertiary educated participants. As well as the specific subject 
matter at hand, previous research has focused on grade point averages and test scores 
concerning topics the participants are familiar with, as it is their chosen field of study. More 
research concerning sexual and reproductive health, and the correlations between personality 
types, learning styles, and less university specific performance scores could aid in shedding 
light on the differences. 
4.1.2. Hypothesis Two. The second hypothesis was also unsupported by the data, 
with no significant correlation found between Extraversion, and the overall, or each of the 
separate categories of the Sexual Health Knowledge scale. Interestingly, high levels of 
Emotionality did correlate with scores both overall, and for the categories of Contraceptives, 
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and Condom Usage, however, a positive, not negative, correlation was found. This finding 
contradicts previous research findings, in which Neuroticism, Emotionality’s counterpart on 
other Personality Inventories, such as the NEO-FFI by Costa and McCrae (1992), was found 
to negatively correlate with performance scores. Rather than finding that individuals high on 
Emotionality would score low on the Sexual Health Knowledge Scale, they scored highly.  
This discrepancy may be a result of the sensitive topics of the Sexual Health 
Knowledge Scale, especially when considering that the trait of Emotionality is made up of 
the facets of Fearfulness, Dependence, Anxiety, and Sentimentality. Ashton & Lee (2009) 
describes individuals high on these facets as inclined to avoid physical harm, tending to 
worry, and needing emotional support and bonds. These inclinations may explain why 
Emotionality is positively, rather than negatively, correlated with high scores, as all previous 
research has focused on academic results, not topics of personal health. In addition to this, as 
with Hypothesis One, these differences could be a due to the more diverse sample of the 
present study, in regard to education. 
4.1.3. Hypothesis Three.  Hypothesis Three was partially supported by the results of 
the present study, with only the dimension of Visual/Verbal learning styles being 
significantly correlated to Sexual Health Knowledge Scores. The dimensions of 
Active/Reflective, Sensing/Intuitive, and Global/Sequential did not correlate with Sexual 
Health Knowledge Scores in a significant way.  
Despite past research finding significant results in this regard, the findings from the 
present study only supports differences for Visual/Verbal learning. However, it is worth 
noting that 81% of participants in the present study favoured Visual learning styles compared 
to Verbal learning styles. Having a significant portion of the sample prefer one style to the 
other may have inflated the statistical significance in this instance. To avoid Type 1 error, it is 
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recommended that more research be conducted concerning specific learning style dimensions 
with a larger and more diverse sample before supporting the hypothesis.  
4.1.4. Hypothesis Four. Hypothesis Four was supported by the results, with female 
participants scoring significantly higher than male participants in all five categories of the 
Sexual Health Knowledge Scale, as well as overall. This finding supports previous research 
(Varga, 2003; Emmers-Sommer et al. 2009; Devries and Free, 2010; Schensul et al., 2015) 
which focuses on the responsibility of sexual health being placed upon women within 
heterosexual relationships, with the burden of any mistakes or miscalculations lying solely 
with the female in terms of pregnancy, social standing, and future health care in terms of STI 
complications. Whilst some studies (Agbemenu et al., 2017) found that women are 
responsible for a couple’s sexual health but must hide any knowledge or practices in social 
circles of some cultures, the large portion of Anglo-Australian participants in the present 
study may have counteracted any concealment from participants who may have diminished 
their knowledge on the topic. 
4.1.5. Hypothesis Five. The fifth hypothesis that heterosexual participants would 
score significantly higher on the Sexual Health Knowledge Scale, both overall, and for each 
of the five categories was not supported by the results of the present study. Previous research 
suggests that non-heterosexual individuals are disadvantaged by sexual education (Hillier & 
Mitchell, 2008; Formby, 2011; Charest et al., 2016; Estes, 2017), and that this disadvantage 
manifests in poorer sexual health in adulthood (Richters et al., 2015; Mooney-Somers et al., 
2015). Whilst this may be the case, the findings of the present study indicate an underlying 
difference between the sexual orientations. Considering the findings of Arrington-Sanders et 
al. (2015), that suggest that sexually diverse individuals seek out sexually explicit materials 
to use as reference points for their sexual health, it could be debated that due to the lack of 
support non-heteronormative individuals face in sexual education, they turn to online 
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research, peers, and other avenues to explore their options and take charge of their sexual 
health. Perhaps as a result of this, participants learn more than heterosexual individuals who 
may believe their sexual education class provided sufficient information to make informed 
decisions in the future, and do not look elsewhere for more knowledge. However, without 
more detailed research focusing sexually diverse individuals and their sexual health education 
in Australia, it will remain as conjecture. 
4.1.6. Hypothesis Six. They hypothesis that participants who self-identified as ethnic 
minorities would score significantly lower overall and for each of the five Sexual Health 
Knowledge categories was supported by the results of the present study. These findings 
support the overwhelming majority of previous research on the subject (Chan, 1986; Ward & 
Taylor, 1992; Orgocka, 2004; García, 2009; Wynn et al., 2009; Ngum Chi Watts et al., 2013; 
Lundsberg et al., 2014; Botfield, Newman & Zwi, 2016; MacPhail & McKay, 2016; 
Agbemenu et al., 2017; Ussher et al., 2017) that identifies the vast differences in sexual 
health knowledge between Western cultures, and individuals whose culture is influenced 
from living within, or having cultural heritage from developing nations. However, it is 
important to consider that much of this previous research focused on adults, parents, or are 
out-dated, and the sample of the present study are young adults aged 18-25 who spent a 
portion of their life (at least 4 years of high school) in Australia. The statistically significant 
differences found between the reported ethnicities may be a result of the continued narrow 
scope of sexual health education in Australia that still divides individuals into predetermined 
groups, based on religious or cultural norms, which in turn leaves some topics not being 
accounted for when discussing sexual behaviour as ‘the majority rules’. In addition to this, 
the continued rumours, misconceptions, and myths that are spread throughout minority 
groups and social circles may play into lower Sexual Health Knowledge Scores, with studies 
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as recent as 2017 (Agbemenu, et al., 2017) reporting prevailing myths that are still being 
spoken about in African-American immigrants. 
4.1.7. Hypothesis Seven. The hypothesis that participants who were more confident 
in their sexual health knowledge would obtain higher scores was supported by the data of the 
present study for both overall scores, and all five categories of the scale. Whilst not 
unexpected, this finding is reassuring that individuals are aware of their strengths and 
weaknesses in regards to sexual health. However, this does not mean that those who had low 
confidence in their knowledge are actively seeking out reliable sources to strength this 
knowledge. 
4.1.8. Hypothesis Eight. The hypothesis that Gender, Sexual Orientation, Ethnicity 
and Relationship Status would significantly correlate with confidence scores for the Sexual 
Health Knowledge scale were partially supported by the results of the present study. 
Confidence was significant overall for sexual orientation and relationship status, with those in 
a relationship and not heterosexual having the highest level of confidence in their knowledge. 
In addition, confidence for non-heterosexual participants was significant for reproductive 
health, contraceptives, condom usage, and HIV/AIDS. Confidence levels were only 
significant for contraceptives, indicating that females were more confidence in their usage for 
contraceptives, which would support previous assumptions of gendered discourse in sexual 
health (Fine, 1988). Those in a relationship had the most confidence in their overall sexual 
health knowledge, reproductive health, and contraceptives, topics that would be the most 
pertinent in a relationship, as opposed to STIs and HIV/AIDS. 
4.2. Relevance of Results 
 Whilst the scope of the present study was quite broad, discussing sexual health, 
relevant discourses, and some of its shortfalls globally, the findings of the present study 
demonstrate that personality type and learning styles do not influence sexual health 
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understanding in a significant way. Although high levels of Agreeableness and Visual 
learning styles indicated higher levels of sexual health knowledge being only two out of ten 
possible learning styles or personality traits that could correlate with knowledge, the 
connection is not strong enough to make concrete conclusions. The findings of the present 
study indicate that identity markers, such as gender, ethnicity and sexual orientation are more 
influential than personality type and learning styles and warrant further exploratory and 
experimental analysis to find any more possible connections. The present study has enabled 
questions pertaining to personality traits and learning styles to be considered and responded 
to, however, due to the small sample size and limited scope, further study is always 
warranted.  
 Importantly, the present study included a high number of sexually diverse individuals 
within the age group of 18- to 25-years-old, and a study focusing on recruiting a larger 
portion of bisexual, lesbian, gay, and queer individuals could aid in shedding further light on 
the differences these individuals face, especially in the context of young adults in Australia 
and how it affects their sexual health knowledge scores.  
The present study also highlighted the stark contrast between male and female 
knowledge concerning sexual and reproductive health, something important to consider when 
educating youths. Perhaps lessons focused more on what male teenagers contribute to a 
healthy sexual relationship, and their role and responsibilities towards consequences of sexual 
behaviour might balance the gender difference in knowledge. The significant knowledge 
difference found between males in intimate relationships, and those that identified as single 
indicates males are willing to learn about the topic if it directly affects someone close to 
them, maybe education focusing on healthy, balanced relationships could also improve these 
imbalances. 
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4.3. Limitations 
 There are several experimental limitations to consider for the present study, the first 
being the small sample size. Whilst a power analysis was conducted prior to research 
indicating 198 participants would produce significant power, the small sample size left some 
ethnic minorities, sexual orientations and non-binary genders underrepresented within the 
present study. More research that could actively recruit minorities to ensure more even 
diversity may yield different results.  
Secondly, due to the online nature of the study, some demographic data may be 
unreliable, or invalid, with several participants reporting their ethnicity as “none”, and one 
reporting their sexual orientation as “not sure”, these issues could be remedied in a focus 
group, or interview setting, however, due to the sensitive nature of the present study it was 
deemed ethically unsuitable at present, and within the time constraints.  
Third, a more comprehensive sexual health knowledge scale could have been created 
to explore other aspects of sexual health, such as sexual identity, masturbation, emotional 
relationships, the impact of the internet, and diversity. However, time constraints and 
inexperience on the principal investigators part prevented such scale from being created and 
utilised in the present study, it is recommended for future studies that a longer, more 
inclusive scale be utilised.  
Another limitation of the present study concerns the sample. Whilst the study focuses 
on sexual health education individuals received in high school, the adult sample aged 
between 18-25 discounts the valuable source of information adolescents may have been for 
the topics at hand. It is also important to note that due to the exploratory and online nature of 
the present study, the exact type of sexual health education participants received could be a 
confounding variable for many levels of independent variables. A study that controlled for 
the education participants received (i.e. all participants attended the same high school, or 
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selection of schools rather than a nationwide sample) may yield different, more salient 
results. 
The high proportion (27%) of participants who identified as non-heteronormative, and 
the high proportion of female (80.5%) participants are also important to consider. The high 
number of females may have impacted the final results of the present study, especially 
considering the previous research emphasising the role females play in sexual health, and 
future research should aim to balance this difference. It should also be noted that the high 
proportion of women and sexually diverse participants may be due to the title of the survey 
being more appealing to individuals with strong views concerning their sexual and 
reproductive health and education because of any adversities they may have faced in school 
that they wish to voice. Whilst this may be conjecture, it is important to consider when 
reviewing the data and any implications. 
4.4. Future Considerations 
 4.4.1. Education. The findings of the present study indicate the importance of 
addressing sexual and reproductive health education in Australia and globally. The hotly 
debated topic of sexual education in Australian schools continues to be fought today, with 
changes to the curriculum being protested by parents, religious leaders, and teachers, 
resulting in amendments to any progressive changes. Without a strong push for diverse, 
comprehensive and inclusive sexual health education in Australia, the high levels of STIs, 
unplanned pregnancy and misconceptions will continue. As the discourses discussed in the 
present study highlighted, students are simply told information about sexual health, but few 
are asked to look introspectively, discover their preconceptions, and discuss their thoughts, 
values, and specific feelings in a safe, inclusive group environment. A complete overhaul of 
current sexual and reproductive health education is paramount to ensuring students can make 
their own decisions and grow unencumbered by opinions that may not relate to them. 
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 4.4.2. Further Research. Further research concerning the specific subtopics of the 
present study is essential to continue the exploratory analysis of sexual and reproductive 
health and education globally. Research concerning gender diversity, sexual orientations, 
cultural differences, myths and misconceptions, and the various discourses associated with 
the topics is desperately needed to ensure education progresses, and findings continue to be 
brought to the attention of policy makers, parents, students and teachers. A study concerning 
the gender imbalance of sexual health knowledge, including qualitative data related to young 
adults’ thoughts on the differences could help highlight influence, and enable them to be 
addressed by educational boards. Similarly, a study targeting the specific needs of sexual 
health education for those who identified as non-heteronormative could shed light on the 
specific topics that they would like addressed, and how it could be incorporated to already 
existing curriculum being taught. A study concerning how cultural differences alter an 
individual’s experience in sexual health classes, especially in an Australian sample, could 
emphasise the need for more inclusive lessons that address the differences between cultures, 
and fosters discussion between students to help them make their own decisions concerning 
their sexual health. 
4.5. Conclusion 
 The present study has evaluated previous sexual health literature in a theoretical 
context, detailing the feminist ideologies that underline social constructs, reviewing past 
research from around the globe, and merging aspects of psychological, sociological, and 
educational academia. In addition, the practical importance of gender, sexual orientation, and 
cultural inclusivity are highlighted by the experimental results to reinforce the concepts 
presented by previous theorists and researchers. The significance of acknowledging the 
diversity of adolescents and the discourses explored in relation to changes which may be 
made to sexual education globally is crucial. Without considering the differences of the 
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world’s young adults, from both a real-world and theoretical stance, progress will never be 
made, and their sexual health will continue to disappoint and disadvantage those without 
access to other resources. Developing inclusivity for females, males, and non-binary 
individuals of all sexual orientations and from a multitude of cultural backgrounds is essential 
in ensuring sexual health education progresses, a hope we all must hold for the future.  
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VOLUNTEERS WANTED FOR SEXUAL AND REPRODUCTIVE HEALTH SURVEY:  
Young Adults Aged 18-25 
Would you be willing to participate in a study looking at personality types, learning styles, and 
sexual and reproductive health knowledge? 
 
We are looking for adults between the age of 18-25 who went to high school in Australia to 
complete an online survey. The survey will take approximately half an hour to complete and 
can be done from home. 
 
This study is being conducted for a Master of Research Thesis. 
Please contact the Principal Investigator, Simone Betes, via email at 
17195270@student.westernsydney.edu.au for more information about how to participate in 
the study. 
 
Alternatively, you can find more information about the study and complete the survey online 
at:  
https://tinyurl.com/sexedstudy 
 
6. Appendix 
6.1. Appendix A 
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6.2. Appendix B 
Demographics 
 
1. What is your age (in years)? 
2. What is your current gender (please tick all that apply) 
a. Male 
b. Female 
c. Non-binary 
d. Different identity (please state) 
3. Do you consider yourself to be: 
a. Straight or heterosexual 
b. Lesbian, gay, or homosexual 
c. Bisexual 
d. Queer 
e. Different identity (please state) 
4. Are you currently: 
a. Single 
b. In a relationship(s) 
c. Widowed 
d. Divorced 
5. What is the highest level of education you have achieved? 
a. Year 9 or below 
b. Year 10 
c. Year 11 
d. Year 12 
e. Certificate I/II 
f. Certificate III/IV 
g. Advanced diploma/Diploma 
h. Bachelor Degree 
i. Graduate diploma/Graduate certificate 
j. Postgraduate degree 
6. Which ethnic or cultural group do you belong to? (Anglo-Australian, Eastern Chinese, 
Hispanic, etc.) 
7. Which religion do you identify with? 
a. No religion 
b. Catholic 
c. Anglican (Church of England) 
d. Uniting Church 
e. Presbyterian 
f. Buddhism 
g. Islam 
h. Greek Orthodox 
i. Baptist 
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j. Hinduism 
k. Other (please state) 
8. What State or Territory do you currently live in? (Tick one) 
a. Australian Capital Territory 
b. New South Wales 
c. Northern Territory 
d. Queensland 
e. South Australia 
f. Tasmania 
g. Victoria 
h. Western Australia 
9. What is your postcode? 
10. In which state/territory and/or country did you attend education for year 7-12 (12-18 
years old approximately) 
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6.3. Appendix C 
Index of Learning Styles (Felder & Spurlin, 2005) 
For each of the 44 questions below select either "a" or "b" to indicate your answer. Please 
choose only one answer for each question. If both "a" and "b" seem to apply to you, choose 
the one that applies more frequently.  
 
1. I understand something better after I  
a. Try it out. 
b. Think it through 
2. I would rather be considered 
a. Realistic. 
b. Innovative 
3. When I think about what I did yesterday, I am most likely to get 
a. A picture. 
b. Words. 
4. I tend to 
a. Understand details of a subject but may be fuzzy about its overall structure. 
b. Understand the overall structure but may be fuzzy about details. 
5. When I am learning something new, it helps me to 
a. Talk about it. 
b. Think about it. 
6. If I were a teacher, I would rather teach a course 
a. That deals with facts and real life situations. 
b. The deals with ideas and theories 
7. I prefer to get new information in 
a. Pictures, diagrams, graphs, or maps. 
b. Written directions or verbal information 
8. Once I understand 
a. All the parts, I understand the whole thing. 
b. The whole thing, I see how the parts fit. 
9. In a study group working on difficult material, I am more likely to 
a. Jump in and contribute ideas. 
b. Sit back and listen. 
10. I find it easier 
a. To learn facts. 
b. To learn concepts. 
11. In a book with lots of pictures and charts, I am likely to 
a. Look over the pictures and charts carefully. 
b. Focus on the written text. 
12. When I solve math problems 
a. I usually work my way to the solutions one step at a time. 
b. I often just see the solutions but then have to struggle to figure out the steps to 
get them. 
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13. In classes I have taken 
a. I have usually gotten to know many of the students. 
b. I have rarely gotten to know many of the students. 
14. In reading nonfiction, I prefer 
a. Something that teaches me new facts or tells me how to do something. 
b. Something that gives me new ideas to think about. 
15. I like teachers 
a. Who put a lot of diagrams on the board. 
b. Who spend a lot of time explaining. 
16. When analysing a story or a novel 
a. I think of the incidents and try to put them together to figure out the themes. 
b. I just know what the themes are when I finish reading and then I have to go 
back and find the incidents that demonstrate them. 
17. When I start a homework problem, I am more likely to 
a. Start working on the solution immediately. 
b. Try to fully understand the problem first. 
18. I prefer the idea of 
a. Certainty. 
b. Theory. 
19. I remember best 
a. What I see. 
b. What I hear. 
20. It is more important to me that an instructor 
a. Lay out the material in clear sequential steps. 
b. Give me an overall picture and relate the material to other subjects. 
21. I prefer to study 
a. In a study group. 
b. Alone. 
22. I am more likely to be considered 
a. Careful about the details of my work. 
b. Creative about how to do my work. 
23. When I get directions to a new place, I prefer 
a. A map. 
b. Written instructions. 
24. I learn 
a. At a fairly regular pace. If I study hard, I’ll “get it”. 
b. In fits and starts. I’ll be totally confused and then suddenly it all “clicks”. 
25. I would rather first 
a. Try things out. 
b. Think about how I’m going to do it. 
26. When I am reading for enjoyment, I like writers to 
a. Clearly say what they mean. 
b. Say things in creative, interesting ways. 
27. When I see a diagram or sketch in class, I am most likely to remember 
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a. The picture. 
b. What the instructor said about it. 
28. When considering a body of information, I am more likely to 
a. Focus on details and miss the big picture. 
b. Try to understand the big picture before getting into the details. 
29. I more easily remember 
a. Something I have done. 
b. Something I have thought about a lot. 
30. When I have to perform a task, I prefer to 
a. Master one way of doing it. 
b. Come up with new ways of doing it. 
31. When someone is showing me data, I prefer 
a. Charts or graphs. 
b. Text summarising the results. 
32. When writing a paper, I am more likely to 
a. Work on (think about or write) the beginning of the paper and progress 
forward. 
b. Work on (think about or write) different parts of the paper and then order 
them. 
33. When I have to work on a group project, I first want to 
a. Have “group brainstorming” where everyone contributes ideas. 
b. Brainstorm individually and then comes together as a group to compare ideas. 
34. I consider it higher praise to call someone 
a. Sensible. 
b. Imaginative. 
35. When I meet people at a party, I am more likely to remember 
a. What they looked like. 
b. What they said about themselves. 
36. When I am learning a new subject, I prefer to 
a. Stay focused on the subject, learning as much about it as I can. 
b. Try to make connections between that subject and related subjects. 
37. I am more likely to be considered 
a. Outgoing. 
b. Reserved. 
38. I prefer courses that emphasise 
a. Concrete material (facts, data). 
b. Abstract material (concepts, theories). 
39. For entertainment, I would rather 
a. Watch television. 
b. Read a book. 
40. Some teachers start their lectures with an outline of what they will cover. Such 
outlines are  
a. Somewhat helpful to me. 
b. Very helpful to me. 
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41. The idea of doing homework in groups, with one grade for the entire group 
a. Appeals to me. 
b. Does not appeal to me. 
42. When I am doing long calculations 
a. I tend to repeat all my steps and check my work carefully. 
b. I find checking my work tiresome and have to force myself to do it. 
43. I tend to picture places I have been 
a. Easily and fairly accurately. 
b. With difficulty and without much detail. 
44. When solving problems in a group, I would be more likely to 
a. Think of the steps in the solution process 
b. Think of possible consequences or applications of the solution in a wide range 
of areas. 
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6.4. Appendix D 
HEXACO-60 Personality Inventory (Ashton & Lee, 2009) 
 
On the following pages you will find a series of statements about you.  Please read each 
statement and decide how much you agree or disagree with that statement.   
 
Please answer every statement, even if you are not completely sure of your response 
 
1. I would be quite bored by a visit to an art gallery. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
2. I plan ahead and organize things, to avoid scrambling at the last minute. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
3. I rarely hold a grudge, even against people who have badly wronged me. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
4. I feel reasonably satisfied with myself overall. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
5. I would feel afraid if I had to travel in bad weather conditions. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
6. I wouldn't use flattery to get a raise or promotion at work, even if I thought it would 
succeed. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
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d. Disagree 
e. Strongly Disagree 
7. I'm interested in learning about the history and politics of other countries. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
8. I often push myself very hard when trying to achieve a goal. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
9. People sometimes tell me that I am too critical of others. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
10. I rarely express my opinions in group meetings. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
11. I sometimes can't help worrying about little things. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
12. If I knew that I could never get caught, I would be willing to steal a million dollars. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
13. I would enjoy creating a work of art, such as a novel, a song, or a painting. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
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14. When working on something, I don't pay much attention to small details. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
15. People sometimes tell me that I'm too stubborn. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
16. I prefer jobs that involve active social interaction to those that involve working alone. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
17. When I suffer from a painful experience, I need someone to make me feel 
comfortable. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
18. Having a lot of money is not especially important to me. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
19. I think that paying attention to radical ideas is a waste of time. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
20. I make decisions based on the feeling of the moment rather than on careful thought. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
21. People think of me as someone who has a quick temper. 
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a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
22. On most days, I feel cheerful and optimistic. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
23. I feel like crying when I see other people crying. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
24. I think that I am entitled to more respect than the average person is. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
25. If I had the opportunity, I would like to attend a classical music concert. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
26. When working, I sometimes have difficulties due to being disorganized. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
27. My attitude toward people who have treated me badly is “forgive and forget”. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
28. I feel that I am an unpopular person. 
a. Strongly agree 
b. Agree 
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c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
29. When it comes to physical danger, I am very fearful. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
30. If I want something from someone, I will laugh at that person's worst jokes. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
31. I’ve never really enjoyed looking through an encyclopaedia. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
32. I do only the minimum amount of work needed to get by.  
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
33. I tend to be lenient in judging other people. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
34. In social situations, I’m usually the one who makes the first move. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
35. I worry a lot less than most people do. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
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e. Strongly Disagree 
36. I would never accept a bribe, even if it were very large. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
37. People have often told me that I have a good imagination. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
38. I always try to be accurate in my work, even at the expense of time. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
39. I am usually quite flexible in my opinions when people disagree with me. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
40. The first thing that I always do in a new place is to make friends. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
41. I can handle difficult situations without needing emotional support from anyone else. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
42. I would get a lot of pleasure from owning expensive luxury goods. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
43. I like people who have unconventional views. 
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a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
44. I make a lot of mistakes because I don’t think before I act. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
45. Most people tend to get angry more quickly than I do. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
46. Most people are more upbeat and dynamic than I generally am. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
47. I feel strong emotions when someone close to me is going away for a long time. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
48. I want people to know that I am an important person of high status. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
49. I don’t think of myself as the artistic or creative type. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
50. People often call me a perfectionist. 
a. Strongly agree 
b. Agree 
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c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
51. Even when people make a lot of mistakes, I rarely say anything negative. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
52. I sometimes feel that I am a worthless person. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
53. Even in an emergency I wouldn’t feel like panicking. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
54. I wouldn’t pretend to like someone just to get that person to do favours for me. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
55. I find it boring to discuss philosophy. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
56. I prefer to do whatever comes to mind, rather than stick to a plan. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
57. When people tell me that I’m wrong, my first reaction is to argue with them. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
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e. Strongly Disagree 
58. When I’m in a group of people, I’m often the one who speaks on behalf of the group. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
59. I remain unemotional even in situations where most people get very sentimental. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
60. I’d be tempted to use counterfeit money, if I were sure I could get away with it. 
a. Strongly agree 
b. Agree 
c. Neutral (neither agree nor disagree) 
d. Disagree 
e. Strongly Disagree 
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6.5. Appendix E 
Knowledge of Sexual Health (Wernstein, Walsh & Ward, 2008) 
1. How knowledgeable do you feel about sexual health compared to your peers? 
a. 
Not at all 
knowledgeable 
b. 
A little less 
knowledgeable 
c. 
Equally 
knowledgeable as 
peers 
d. 
A little more 
knowledgeable 
e. 
Much more 
knowledgeable 
Knowledge of Reproductive Health 
 
a. 
True 
b. 
False 
c. 
Not 
Sure 
2. The regularity of a female’s period is not a good index of her 
relative fertility (ability to achieve pregnancy). [F] 
   
3. Sperm production is optimal a few degrees higher than body 
temperature. [F] 
   
4. The ovaries and the prostate gland both produce hormones. [T]    
5. A woman ovulates about 12 -15 days after her last period. [T]    
6. Fertilization of the egg by the sperm (conception) occurs in the 
woman’s uterus. [F] 
   
7. Sexual dysfunction is often a symptom of underlying problems like 
diabetes or hypertension in men. [T] 
   
8. Consumption of significant amounts of alcohol can have serious 
negative effects on men’s sexual functioning. [T] 
   
9. Frequency of intercourse is the single most important factor in 
achieving pregnancy. [F] 
   
10. Sperm are produced in the vas deferens. [F]    
11. A female ovum (egg) is viable for fertilization for approximately 
one week after it is released. [F] 
   
12. A small amount of sperm can be released prior to ejaculation. [T]    
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13. How confident are you in your knowledge of reproductive health? 
1.               2.                3.                4.                5.                6.                  7. 
Not confident     Somewhat confident           Very confident 
 
Knowledge of Contraception 
 
a. 
True 
b. 
False 
c. 
Not 
Sure 
14. If a woman has taken the pill for two years and then stops, she will 
have a much more difficult time getting pregnant, compared to a 
woman who has never used the pill. [F] 
   
15. In terms of preventing pregnancy, antibiotics do not reduce the 
effectiveness of birth control pills. [F] 
   
16. After unprotected sex, more than 98% of women will not get 
pregnant if the emergency contraceptive pill is taken in the first 72 
hours. [T] 
   
17. Oral contraceptives work immediately, therefore backup methods 
(additional methods of contraception) are not necessary when a 
woman is on her first cycle of the pill. [F] 
   
18. The pill changes the lining of the uterus to make implantation 
unlikely. [F] 
   
19. Blood clotting is a possible serious side effect of the pill. [T]    
20. Birth control pills directly increase the sex drive in most women. 
[F] 
   
 
21. How confident are you in your knowledge of contraception? 
1.               2.                3.                4.                5.                6.                  7. 
Not confident     Somewhat confident           Very confident 
 
Knowledge of Condom Use 
 
a. 
True 
b. 
False 
c. 
Not 
Sure 
22. Condoms used correctly, combined with spermicide, are an 
effective means of birth control (greater than 95%). [T] 
   
23. Using Vaseline or petroleum jelly is a good way to increase the 
effectiveness of a condom. [F] 
   
24. Even when used carefully, the failure rate of condoms (resulting 
in unwanted pregnancy) is 5-10%. [T] 
   
25. A condom should be worn so it is snug at the tip of the penis. [F]    
26. It’s a good idea to use hand lotion for lubrication when using a 
condom. [F] 
   
27. A condom should not be unrolled before putting it on a man’s 
penis. [T] 
   
28. Condoms give complete protection from sexually transmitted    
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infections. [F] 
29. The man should hold onto the open end of the condom when 
withdrawing after ejaculation. [T] 
   
30. A condom is the most effect method of contraception for 
preventing pregnancy. [F] 
   
 
31. How confident are you in your knowledge of condom use? 
1.               2.                3.                4.                5.                6.                  7. 
Not confident     Somewhat confident           Very confident 
 
Knowledge of Sexually Transmitted Diseases 
 
a. 
True 
b. 
False 
c. 
Not 
Sure 
32. Withdrawing (“pulling out”) the penis before ejaculating works 
just as well as a condom for preventing sexually transmitted diseases. 
[F] 
   
33. If your symptoms go away you probably don’t have a sexually 
transmitted disease. [F] 
   
34. Some kinds of sexually transmitted diseases don’t give you 
symptoms until six weeks or more after you catch the infection. [T] 
   
35. If you have unprotected sex (sex without a condom) with someone 
who has a sexually transmitted disease, you will catch it for sure. [F] 
   
36. The first symptom of syphilis is a rash. [F]    
38. Chlamydia is a significant cause of infertility in women. [T]    
37. Only people who have lots of sexual partners get sexually 
transmitted diseases. [F] 
   
38. Gonorrhoea can be detected through a blood test. [F]    
39. Men always have a discharge (drip from the penis) when they 
have a sexually transmitted disease. [F] 
   
40. Chlamydia is the most common sexually transmitted disease in 
Australia. [T] 
   
41. A diaphragm with jelly works better than a condom to prevent 
sexually transmitted diseases. [F] 
   
42. If you got a sexually transmitted disease, you probably got it from 
the last person you had sex with. [F] 
   
 
 
 
 
 
 
 
 
AUSTRALIAN SEXUAL HEALTH   105 
43. How confident are you in your knowledge of sexually transmitted diseases? 
1.               2.                3.                4.                5.                6.                  7. 
Not confident     Somewhat confident           Very confident 
 
Knowledge of HIV/AIDS 
 
a. 
True 
b. 
False 
c. 
Not 
Sure 
44. Latex condoms provide more effective protection against 
HIV/AIDS than natural, sheepskin condoms. [T] 
   
45. It is possible for women or men to get HIV/AIDS by performing 
oral sex on a male partner. [T] 
   
46. You can get HIV/AIDS by donating (giving) blood. [F]    
47. Women are more likely to get AIDS during their period. [F]    
48. You can get HIV/AIDS from heterosexual (penis/vagina) sex. [T]    
49. HIV is less contagious than the common cold. [T]    
50. A person can be infected with HIV and not have the disease 
AIDS. [T] 
   
51. You can tell if someone is infected with HIV because they look 
sick. [F] 
   
52. You can get HIV/AIDS from a person with HIV/AIDS who 
sneezed on you. [F] 
   
53. AIDS can reduce the body’s natural protection against disease. 
[T] 
   
54. Men seem to catch the HIV much easier than women do. [F]    
55. The cause of HIV/AIDS is unknown. [F]    
56. A woman can only get HIV from a man if she has anal sex with 
him. [F] 
   
57. You can get HIV/AIDS from a toilet that someone with 
HIV/AIDS used. [F] 
   
58. You can get HIV/AIDS from sharing needles. [T]    
59. A mother with HIV/AIDS can pass the virus to her unborn baby. 
[T] 
   
60. AIDS is caused by the same virus that causes herpes. [F]    
 
61. How confident are you in your knowledge of HIV/AIDS? 
1.               2.                3.                4.                5.                6.                  7. 
Not confident     Somewhat confident           Very confident 
61.  
62. During high school, did you receive sexual and reproductive health education? 
a. Yes, a lot 
b. Yes, some 
c. Yes, very minimal 
d. No 
AUSTRALIAN SEXUAL HEALTH   106 
e. I don’t know 
63. Did you have access to sexual and reproductive health information from ages 12-18? 
If yes, what/whom provided the most information? (School teacher, parents, church, 
internet, etc.) 
64. Were you satisfied by the sexual and reproductive health information you received 
during school? 
65. Do you believe your level of sexual health understanding is sufficient to make the 
right choices as an adult? 
66. Do you believe your understand of sexual and reproductive health is strong? 
f. Strongly agree 
g. Agree 
h. Neutral (neither agree nor disagree) 
i. Disagree 
j. Strongly Disagree 
67. Is there anything you would like to share with us about your sexual and reproductive 
health education? 
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6.6. Appendix F 
 
Collated Open End Responses 
 
Is there anything you would like to share with us about your sexual and reproductive health 
education? 
 
• They need more sexual education in schools 
• It needs to be better 
• It was very basic and not overly informative and did not fully emphasise the risks of 
unprotected sex and birth control, it also did not provide adequate information and 
ideas to grasp what teen pregnancy involves and the consequences 
• I didn’t learn a whole lot, just the basics 
• Only focused on not getting pregnant 
• Christian schools should teach it 
• Nothing was taught regarding sexual health for LGBT+ people. Going to a Catholic 
high school I think that the church too heavily influenced our sexual and reproductive 
education, and reduced the breadth of knowledge we could be taught. It should be 
constantly taught and refreshed from grades 7-12 for all genders and sexualities. 
• I went to a Catholic High School and learnt very little as compared to my friends who 
went to Public School 
• They could have given more details about the possible diseases we could have gotten 
• Not enough of it 
• It was Catholic based and more ethical, about keeping a baby and relationships rather 
than the actual practical education we needed. 
• It was quite limited 
• You always use contraception when have sex and if you are not ready for 
responsibility better not to have sex 
• I feel it is not effective as it should be in schools, kids generally find it awkward and 
so don’t take it seriously/make jokes about it. Going to a religious school they also 
provided minimal information and the main message was “abstinence”. 
• Healthy Harold was the bomb diggity 
• The stupid condom on the banana trick was childish. My partner and I were so scared 
when we first were sexual because we didn’t understand the chances of getting 
pregnant or the actual process of ex. We were confused young adults (it’s almost 
embarrassing) due to a lack of knowledge about sex and health education 
• It’s still seen as something that’s taboo and inappropriate to teach. It needs to be more 
widely accepted and more should be done to teach students on sex, and not just the 
basic idea of it. 
• They simply tell you the bare minimum. Nothing I hadn’t seen on the Internet prior. 
I’ve gained most of my knowledge from personal experiences with a woman. 
• I think the importance and options regrading contraception for women is not 
emphasised enough in school sex ed lessons. 
• I don’t like the idea of it and think it should stay out of school all together. 
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• Catholic schools should be required to teach more without judgements. 
• More education about sexual education relating to STDs and safe sex – I also did 
Biology in senior school which provided the majority of the reproductive education 
which doesn’t seem right as those who didn’t take part in this subject would have 
received an alarmingly lower amount of education. 
• I think schools need to treat sex-ed more seriously. In public school, we just watched 
very out-dated videos about sex-ed and had to fill in some work sheets. We mostly 
learnt anatomy – and not specifics about diseases and such. 
• I went to a Christian school, their idea of sex ed is to not have sex. 
• I was at a Christian school, and strongly promoted abstinence. I never learnt how to 
use a condom. 
• It was well done. 
• I wish that we had more and not just focus on the female reproductive system (all 
girls school) but also the male’s. 
• We only were taught for a year and very quickly. Needs to be from year 7-12. 
• I wish we learnt more about opposite sex. 
• Catholic school try and avoid any talk of sex. 
• I feel like it didn’t cover anything important or relevant to real life. 
• It’s informative. 
• I went to 3 difference schools. Public and Catholic and we learnt nothing. All of my 
friends that I have spoken to also learnt nothing. This is outrageous. How can we 
protect ourselves and others if not everybody is taught? It needs to be made 
compulsory to be taught in schools, regardless of objections from parents. Their kids 
will end up having sex one day and they need to know how to protect themselves. 
• Christian school only promoted abstaining. 
• It was informative. 
• I wish we taught more about sex like sex isn’t just penetrative sex between a 
heterosexual cisgendered couple. 
• Not enough of preventing STDs 
• It was very minimal 
• My teacher said our class was too immature. The only thing I remember learning was 
about the pill and how men get erections. After that the teacher refused to show us 
anymore things. 
• It was shit 
• Since I use the bar [Implant], I don’t know much about the pill. I do remember 
learning this stuff, but I graduated in 2015, and my last sex ed class would have been 
2012. 
• I only know a little more due to a class I took in years 11 and 12 – human biology. 
• It was inadequate, we received no information regarding any other sexual orientations 
and how to stay healthy and safe. It was fairly abstinence based which was not 
appropriate for a bunch of horny 16-17 year olds. 
• School providing the information seemed embarrassed to be talking about it, making 
it seem wrong and difficult to ask questions.  
• It was not sufficient 
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• My Christian school went less into detail than I believe they should have. 
• Very limited due to being in the Catholic education system. 
• TEACH SAFE SAME GENDER SEX 
• The sexual education available during my time at school only considered heterosexual 
intercourse and was extremely insufficient for homosexual relations. 
• No information about non-heterosexual sex was provided in school. 
• I never listened lol I was too young to care 
• Because I went to a Catholic school it was very limited. I learnt near to nothing about 
sexual health. Majority of it was learnt off the internet. 
• Not enough discussion of pornography, masturbation, how to practice safe sex 
consistently and avoid pressure, non-heterosexual relationships and sex, STIs, non-
penetrative sex. 
 
